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Battery of ‘‘White Line’’ Sterilizers 


(Installation Providence Mother House, Montreal) ° 


“For beauty of appearance, high efficiency of work 
and simplicity of operation, the ‘White Line’ cer- 
tainly commends itself.’ — Providence Mother House, Mon- 


treal, Quebec, Canada. 


Write for Section ‘‘B’’—‘‘White Line”’ Sterilizers 





SCANLAN-Morris Company 


Manufacturers of the ‘‘ White Line” Hospital Furniture—Sterilizing Apparatus 


MADISON : WISCONSIN 


(Chicago Office: 41] Garland Building) 





















































Volume III 


JANUARY, 


1922 Number 1 


























BUILT BETWEEN 1439 AND 1445 AND FINALLY COMPLETED IN 1489: 
THE HOSPITAL OF THE KNIGHTS OF ST. JOHN AT RHODES. 


A Great Medieval Hospital 


James J. Walsh, M.D., 


T takes no little persuasion to make most people of 
] hye generation accept the notion that a number of 

the hospitals of the later Middle Ages, built some 
five hundred or more years ago, were in many ways the 
equal even of the magnificent hospitals that we are 
building at the present time. 


If it is emphasized further that in not a few ways 
the medieval hospitals were actually better than ours, 
because the mediéval people had more room for them in 
their smaller towns or the immediate vicinity and did 
not feel under the necessity of building more than three 
stories in height at most, and usually even in the cities, 
did not go beyond two and manifestly preferred to have 
single-story buildings with high ceilings and abundant 
light and air, then most modern people refuse to follow 
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the suggestion and think that there must be something 
wrong with the details of medical history that would lead 
to any such belief. 

The more we have learned about the history of 
hospitals in recent years, the more we have come to 
realize how literally true it is that many of the medieval 
hospitals were not only the equal but were actually 
superior to ours because of the greater room that could 
be afforded them in the old towns. 

Probably in nothing has the history of medicine, in 
its recent rather startling development, modified for the 
better a lot of basic notions with regard to the care of 
patients in the older times than in what concerns the 
conditions that we now know obtained in the later 
medieval hospitals, that is about five hundred years 


ago. 























WHERE THE KNIGHTS OF RHODES HAD 100 BEDS FOR PILGRIMS 
AND PATIENTS: THE CHIEF WARD OF THE HOSPITAL 
DURING THE ITALIAN REPAIR WORKS. 


It must be thought, however, that it was only in the 
fifteenth century that hospitals were at once beautiful 
structures and at the same time eminently suitable for 
their purpose of providing favorable conditions for the 
ailing. We still have hospital buildings and not a few 
of them and some of them in a very good state of pre- 
servation from as early as the thirteenth and fourteenth 
centuries which demonstrate the power to build beauti- 
fully at that time as well as the thorough-going appreci- 
ation of all the needs of hospital work which must have 
obtained to have secured the erection of such institu- 


tions. 


Hospitals all over the world less than a century ago 
were, almost without exception, so unsuitable for their 
purpose of providing proper quarters for the ailing and 
especially the ailing poor, that it seems almost impos- 
sible that five, six and seven centuries before hospitals 
should have been so well planned and built. This is, 
however, of the very essence of the mystery of human 
history. We in our generation are prone always to think 
in terms of consistent progress, but what the historian 
knows is that every nation and every civilization and 
even every mode of accomplishment of humanity that 
has gone up to a climax of achievement has always come 
down. 


Not every nation has succeeded in reaching a high 
stage of development, but every one that has ever gone 
up has had its turn at decadence, It should not be so 
surprising then that after the beautiful hospitals of the 
later Middle Ages there came a time of hospital deca- 
dence when the buildings provided for the care of the 
sick had narrow corridors with small, cell-like rooms, 
narrow doors and windows and as a result utterly in- 
sufficient light and air for the good of the patients. 
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TURNED = THE TURKS INTO A KITC 








The Dark Period in Hospitals. 


Miss Nutting and Miss Dock at the end of the first 
volume of their History of Nursing have a chapter on 
The Dark Period of Nursing, in which they refer to the 
condition of the hospitals from the middle of the eight- 
eenth to the middle of the nineteenth century, for 
this is the dark period in the history of hospitals and of 
nursing and not the middle or so-called dark ages as so 
many people would be likely to think. They quote 
Jacobsohn, the German historian on care for the ailing, 
who said: 

‘The hospitals of cities were like prisons, with bare, 
undecorated walls and little dark rooms, small windows 
where no sun could enter, and dismal wards where fifty 
or one hundred patients were crowded together, deprived 
of all comforts and even of necessaries. In the muni- 
cipal and state institutions of this period the beautiful 
gardens, roomy halls, and springs of water of the old 
cloister hospital of the Middle Ages were not heard of, 
still less the comforts of their friendly interiors.” 

The story of the later medieval hospitals which we 
suggested at the beginning of this paper are quite the 
equal and sometimes even the superior ef our own 
hospitals, is very interesting. Not alone because of the 
historical significance of them but also because they 
contain suggestions as to structural features and modes 
of erection that may help us to make our hospitals more 
suitable to their purpose in the modern time. 

These hospitals were mainly in warmer climates 
than ours and they furnish some magnificent examples 


HEN: THE REFECTORY 
F THE KNIGHTS’ HOSPITAL AT RHODES. 
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of covered balconies, cloisters and open air apartments 
of one kind or other that must have been very valuable 
for their patients. They were nearly always built 
around a spacious court in whose protected area the 
patients might enjoy the sunlight and air without being 
exposed to the breezes. 

They must have afforded a great many opportuni- 
ties and provided endless temptations for patients to be 
out in the air which is after all, as we realize very well 
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in antiquity, having been, it will be recalled, the site of 
the great Colossus of Rhodes, one of the seven wonders 
of the ancient world, so that a great museum was a 
desideratum, but it seems too bad, that the beautiful 
hospital of the Knights of Rhodes and Malta as they 
were called at various times, should have been turned 
from humanitarian service to the narrow, merely intel- 
lectual uses of a museum though the magnificent old 
building lends itself to that purpose very well. 





CLOISTERS OF THE LARGER COURT, SHOWING SOME OF THE COATS OF ARMS 
OF THE KNIGHTS RESERVED THERE. 


now, one of the most valuable adjuncts to therapeutics 
that we have. All the respiratory diseases get along 
better in the open air, even when the weather is rather 
inclement, than they do indoors. For convalescent pur- 
poses the hospital cloisters and other similar arrange- 
ments must have been simply invaluable. 

It so happens that one of these medieval hospitals 
has recently been brought prominently into the news. 
After the war the Island of Rhodes, famous in history 
for having been in possession of the Knights Hospitalers 
of St. John of Jerusalem where they withstood a long 
siege from the Moslem, but had to surrender finally, 
came under the rule of the Italian government. 


The Hospital at Rhodes. 
One of the first tasks that the new Italian adminis- 


tration set itself was to restore the hospital of the 
Knights of St. John in Rhodes to its original state, as 
far as possible, though not, I am sorry to say, in order 
to put the magnificent old building back into its beauti- 
ful service for ailing mankind, but in order to make it a 
museum of archaeology and art. 

The island affords a great many antiquities from 
the old Greek time, for it was the scene of very active life 


. ing construction. 





It is a surprise that any of the buildings should be 
left after the many vicissitudes through which it has 
gone during the last nearly five hundred years. It was 
originally built about 1445 shortly before Columbus 
was born. It suffered considerable damage from an 
earthquake in 1481 as well as during the siege of 1480, 
but was thoroughly repaired and finished shortly before 
Columbus discovered America. 


Rhodes fell into the hands of the Moslem in 1522 
and the Knights had to retire to Malta and their mag- 
nificent hospital was put to all sorts of uses, especially 
for the storage of munitions and army supplies and it 
will readily be understood as a general storehouse came 
to be very thoroughly neglected. It was built so sub- 
stantially, however, that even this neglect which has 
continued for about 400 years did not suffice to make 
any serious inroads upon the building itself. 


Most of the hospital was built on an old Roman 
foundation in the Gothic of that time of massive, impos- 
It was all built of large stones and 
these have remained in place, and though the ceilings 
were made of wood the principal portion of them was of 
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cypress beams from the ancient forests of the island and 
these have proved thoroughly capable of resisting the 
ravages of time and of weather, even amid the neglect to 
which they were subjected. 


Interior of a Medieval’ Hospital. 

The Illustrated London News called attention 
recently to the appearance of the hospital internally and 
externally and gave its readers a series of pictures which 
will enable them to appreciate the hospital very well. 
We are indebted to them for permission to reproduce 
some of these pictures. Professor Frederico Halbherr 
wrote the article which accompanied the pictures and 
described the main portion of the hospital as follows: 
“The chief ward of the Hospital 190 feet long and 45 
wide, is divided into two naves by a row of ogival ar- 
cades, supported by seven stone pillars bearing on their 
capitals the Arms of the Order and those of Grand 
Master d’Aubusson. In the time of the Knights this 
ward contained 100 beds for pilgrims and patients, 

Another large apartment, with a similar pillar in 
the middle and two elegant arcades, is the refectory, 
with a quite characteristic fireplace or chimney. which 
was turned by the Turkish soldiers into a kitchen. All 
these rooms and spaces, restored to their primitive 
condition, as also the courts and the cloister, are to be 
devoted to the archaeological collections. The severe 
cloister portico, with its Gothic cross-vaults, as also a 
part of the upper ward, have been very conveniently 
reserved for the epigraphical and architectural collec- 
tion, classical and medieval, where a prominent position 
has been given to monuments of the Knights.” 

The hospital is interesting as the culmination of the 
great hospital movement that was initiated by the order 
of Hospitallers of St. John of Jerusalem, as they were 
originally called, an order which was founded to take 
care of wounded and ailing crusaders in Jerusalem after 
the capture of Jerusalem in the first crusade. According 
to tradition the members of it were recruited from a 
nursing order which had been in existence before the 
crusades. 

A good many legends gather around their origin, 
but very definite details of their thorough going organi- 
zation, if not actual foundation come from the time of 
Raymond of Provence shortly before the middle of the 
twelfth century. It is to him they owe their rule and 
this rule shows that originally there were no knights 
among them but only infirmarians. : 

The original hospital found in Jerusalem was 
required by the rule to maintain permanently at its 
expense five physicians and three surgeons so that the 
tradition which tells us that their hospital at that time 
could accommodate 2,000 patients does not seem as 
impossible as some people have deemed it to be. After 
they had been in existence for about a generation they 
realized the necessity of having some fighting men for 


the defense of their ambulance train and even of their . 


hospitals. This brought about the foundation of the 
military branch of the order though this was not actually 
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established for nearly a century after the original foun- 
dation. 
Hospitallers and Infirmarians. 

In the course of time three distinct classes of 
members came to be recognized, the military brothers, 
and the brothers infirmarians and finally the fathers 
chaplains to whom were entrusted the Divine Service. 
Their great rivals were the Knights Templars so called . 
because their original hospital was on the site of the old 
temple of King Solomon in Jerusalem. 

The Knights Templars wore a white habit but with 
a red cross on the shoulder, and their rule followed 
closely that of the Cistercians or White Friars. The 
Hospitallers had a black mantle with a white cross, 
though when actually engaged in warfare the military 
brothers or knights wore their armor and above it a red 
surcoat with a white cross. 

On the battle fields when fighting with the Moslem 
these two orders of Knights shared between them the 
most perilous posts, alternately holding the van and rear 
guard. Unfortunately their work as hospitallers or 
infirmarians has been largely obscured from modern 
generations in the greater interest in their achievements 
as a military fighting order, but their humanitarian 
service for the wounded and sick crusaders and the 
magnificent work they thus accomplished and the suffer- 
ing and lives they saved well deserve to be recalled. 

The great heart of Europe fairly poured itself out 
in benefactions of various kinds to the Hospitallers of 
St. John of Jerusalem in order to help them to care 
properly for the crusaders whom those behind in Europe 
held so dear. They were at least as generous in con- 
tributing as we were in the last Great War. Contribu- 
tions in that time were not so much in money as in land 
and as a consequence the hospitallers came to be endowed 
with properties of all kinds productive of revenue in 
every country in Europe. 

At one time they are said to have enjoyed the 
revenues of nearly 20,000 manses and manors and other 
properties. They had to have a good financial adminis- 
tration in order to assure the regular payment of the 
revenues from these widely scattered possessions and to 
administer them properly. Thanks to these European 
resources when the kingdom of Jerusalem fell involving 
the loss of all their possessions in Asia, they were en- 
abled to maintain themselves and continue their bene- 
ficent work. 

They sought refuge first in the kingdom of Cyprus 
where they erected a hospital, but also equipped fleets 
to fight the Musselman pirates on the sea, and to protect 
pilgrims who, in spite of the fall of Jerusalem into the 
hands of the Ottomans did not cease to visit the Holy 
Places. They rescued many prisoners, freed many slaves 
and were the one force capable of contending with the 
Musselman in the eastern Mediterranean. 

The Peril of Dodecanese. 

In the course of their naval campaign against the 
Ottomans the Island of Rhodes came into their posses- 
sion and they proceeded to fortify it and make it a 
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A GREAT MEDIEVAL BUILDING IN THE ISLAND OF COLOSSUS: 
THE HOSPITAL OF THE KNIGHTS OF RHODES—THE CLOISTER PORTICO 





THE RESTORED INTERIOR OF 


AND UPPER GALLERIES. 


stronghold against the Mohammedan power. The first 
care of the Grand Master of the order, Villaret, after the 
conquest of Rhodes in the fourteenth century was to 
build a great hospital. This was early in the fourteenth 
century. 


In the following century that first hospital which 
had suffered from an earthquake and several sieges, was 
replaced by the hospital which we have described at the 
beginning of this article and the pictures of which are 
given. Rhodes, the island on which the hospital is 
situated is rather mountainous and has a wealth of 
beautiful scenery besides being noted for its fertility. It 
has been famous for some 3,000 years and though its city 
capital, Rhodes, was founded by the Phoenecians, the 
island came to be largely populated by the Dorians, some 
of the most intelligent of the Greek peoples. 


Three other cities, Halicarnassus, Cnidus and Cos, 
constituted, with Rhodes, what was known as the Dorian 
Tetrapolis in the older time and all of the cities were 
famous for their culture and the opportunities which 
they afforded for the cultivation of the intellectual life, 
not only to their own citizens, but to many from a 
distance. 


Rhodes in the modern time is known mainly as one 
of the islands of the Dodecanese or twelve isles of the 
Asia Minor coast with regard to the rule of which there 
was some difference of opinion between Greece and Italy. 
It was assigned to Italy during the war and there is to 
be a plebiscite after fifteen years as to whether the island 
shall not be assigned to Greece. It seems likely that 
under the circumstances the Rhodeans are destined to 
enjoy a very liberal government certainly very different 
from the conditions which existed under their Turkish 
rulers before. 

Rhodes is called, because of its beauty of scenery 
“the Pearl of the Dodecanese,” and it made a fitting 
background for this beautiful hospital which the 
Knights erected so substantially nearly 500 years ago 
that now it is comparatively easy for the Italian govern- 
ment to restore it and make of it one of the handsomest 
museums in the world. Portions of it had actually been 
allowed to become completely covered with debris and 
dust very much the same as happened to the palaces of 
the Caesars in Rome and yet on being uncovered the old 
hospital proves to be a beautiful structure ready to face 


centuries more of existence. 


The illustrations in this article are reproduced by special permis- 
sion from the London Illustrated News. 





A conscientious nurse is the nurse who recognizes 











the patient as the most important part of the institution, 
and be that patient who he may she realizes that he is the 
cause of the existence of the institution and for his 
benefit she is now training.—Florence Nightingale. 














S a background for considering the educational 
A function of Social Service in hospitals, I must 

tell you what a social worker is, in the strict 
sense in which the term is used, and how and why she 
comes to be attached to a hospital as a part of its regular 
therapeutic equipment. 

A social worker is a person who has been trained in 
the best methods of helping needy persons or families. 

The needy are not always those below the poverty 
line where financial aid is necessary, but they do lack 
some essential required to keep them in a reasonable 
condition of health, self-support and happiness. They 
may be ignorant or handicapped by accident or poor 
heredity; they may be victims of bad habits or a wrong 
social order. 

The profession of social work, contrary to the 
belief of many, is one governed by principles as scientific 
as any other profession and the notion that any person 
of intelligence and right motive can undertake it, with- 
out training, has brought about a great deal of harm to 
the very people whom it was hoped to help. 

In the past few years so much emphasis has been 
placed on the important part which social environment 
plays as a cause of disease that the use of social workers 
in charitable or semi-charitable hospitals and dispen- 
saries requires little explanation as to purpose. It is 
clearly a waste of time and effort to treat with medicine 
alone diseases which are only presenting symptoms of 
poverty, ignorance, bad housing or vicious habits. It is 
quite as obviously futile to give advice as to the remedy- 
ing of these contributing causes when the advice carries 
to the patient’s mind no possibility of accomplishment. 

We all see every day, if we have not grown blind 
through much seeing, patients who have received the 
most skilled and expensive care in our hospitals through 
the acute stages of disease, go back to such conditions 
at home that complete convalescence is impossible, and 
relapse very probable. 

In the out-patient department the need of providing 
for the doctor some control of his patient’s physical 
surroundings and habits is even more important than in 
the hospital where food, shelter, clothing and fresh air, 
if not “freedom from worry” are assured for the time 
being at least. 

Do we not all know the dispensary patient who 
keeps her prescription behind the kitchen clock for ten 
days until she gets the money to pay for having it filled? 
Or the child being treated for heart trouble, who lives up 
two flights of stairs, carries her baby brother up and 
down, and loves to roller-skate? 

I remember a girl of 21 years being treated for 
persistent headache and anemia, who was found to be 
practically living on bread and coffee and working three 
nights a week in addition to her day’s work as stenog- 
rapher, to support a dependent aunt and a feeble-minded 
brother. 





Social Work in Hospitals — Its Educational Aspects 


Gertrude Knowlton, Milwaukee, Wis. 


What chance has the doctor alone to cure patients 
like these by seeing them once a week at the dispensary ? 
Is it any wonder that he finds little satisfaction in the 
heavy routine of clinical work when he never knows what 
becomes of his patients, and is it strange at all that the 
patients themselves wander from one hospital to another 
in search of relief? 

In the case just mentioned, the social worker, after 
one or two interviews, succeeded in winning the con- 
fidence of this reticent girl and discovered what a burden 
she was bearing. Her employer was seen and agreed to 
double the time of her vacation; a seashore vacation 
house for girls was found where she could have the best 
of food and cheerful companionship; the 14-year-old 
feeble-minded brother, who had been a great care was 
sent to the State School for the Feeble-Minded, and the 
aunt temporarily cared for by a charitable agency. 
When the girl came back she was no longer a nervous, 
despondent invalid. 

The organization of a Social Service Department 
needs very careful planning in order that patients most 
needing its care may receive it. Beginning with a 
single worker in a hospital it is sometimes best to select 
a few types of cases, such as the tuberculous or unmar- 
ried mothers, and after working on these for six months 
to change to other problems. In this way a finished 
piece of work is better demonstrated to the doctors than 
when a few of many kinds of cases are taken over the 
whole period of a year. As other workers are added, 
they usually specialize on definite problems that they 
may acquire a skilful technic in handling them. 

In the large out-patient departments it is being 
more and more considered the most efficient method to 
put a worker into the clinic itself, where she may see and 
talk to all patients as they come and go; find out 
whether they understand their directions from the doc- 
tor and what the chances are of their being carried out. 
In this way she helps the doctor in selecting the cases 
most needing her assistance, sees that all patients return 
when asked to do so, and in general, finds out what are 
the difficulties and needs of that particular clinic from 
the social standpoint, and how they may be met. 

In the medical clinic there are patients suffering 
from cardiac and kidney disease who need special diet 
and employment, and debility cases for whom rest and 
good nourishing food are necessary. 

The gynecological clinic brings to light the prob- 
lems of the unmarried mother who must not be left to 
face alone the consequences of a sad mistake; of venereal 
disease with its danger to other members of the family, 
and to the community of women needing surgical opera- 
tions who lack a knowledge of hospital resources or the 
courage to go to them. 

In the mental department one finds insane and 
feeble-minded patients who should have custodial care, 
borderline cases needing prophylactic measures at once, 























and neurasthenics requiring re-education and employ- 
ment. 

The children’s clinic, being the most hopeful of all 
places for the expenditure of effort, is usually among the 
first to be given the full service of a worker. 

Following this same idea of organization, in the 
small dispensary, the first social worker can usually 
best help the greatest number of patients by being at 
the admitting desk during clinic hours, using the re- 
mainder of the day for visiting. 

The social worker sees the patient not as an individ- 
ual, as the doctor does, but as a member of a family, 
and the members of a family are so bound together as to 
interests, affections, health and financial circumstances 
that several may need to be helped in one way or another 
in order to bring about desired results with the one 
patient. The best thing we can do for a sick baby 
sometimes is to cure a sick mother or see that father gets 
a job. 

The social worker relies upon the assistance of every 
agency for constructive work in the community and does 
not duplicate their efforts. She asks the child welfare 
nurses to supervise the feeding and hygiene of babies, 
the associated charities or public relief department to 
take care of relief problems, and refers to the juvenile 
court such cases as belong to them. The social service 
department acts as the clearing house of the hospital 
for these patients needing the community’s assistance, 
and directs them with a careful and sympathetic hand. 

There are three important phases of hospital social 
work which are educational. The first is teaching the 
patient the relation of hygienic living to good health; 
how to use well the resources of the city which he needs 
for recreation, education, health, work and financial aid 
when necessary. Especially the worker strives to root 
out old superstitions as to medical practices and the 
dread of a hospital as a fearsome place. In the hospital’s 
zeal for good service and efficient management it some- 
times comes about that it is a place where, as one man 
puts it, “we can be surer that patients will be treated 
aseptically than tenderly, better technically than hu- 
manly.” Patients mistake our red tape and business- 
like manners for lack of sympathy, and these things 
need to be explained away. 

The social agencies of the community form a 
second group which needs our aid in interpreting the 
real meaning of diseases with long names and what 
relation these bear to social conditions which they are 
trying to remedy. 

Reporting back to outside agencies the doctor’s 
diagnosis and advice for treatment is one of the most 
helpful things that the social service department can do. 
To illustrate :— 

The associated charities sent to the dispensary a 
man who just had a severe attack of rheumatic fever. 

They sent also a note saying that the man was very 
anxious to go to work, as his family had been in des- 
titute circumstances for several months and he was loath 
to accept charitable assistance. A report of his con- 
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dition was requested. ‘The doctor’s examination re- 
vealed a heart lesion, necessitating complete rest for 
an indefinite period of time, preferably in the country. 
The man should report once a month at the dispensary. 
Prognosis good if directions followed. This report 
was given to the society through the social service 
department and the plan carried out. Each month when 
the man was re-examined the society was informed of 
his progress and at the end of six months he was able 
to resume his usual occupation. 

Good records of cases in which better 
legislation was needed to make a remedy possible are 
necessary to those who must have evidence to back up 
a plea for better laws or enforcement of those already 
existing. 

Abundant material for medical social research in 
occupational disease, border-line feeble-mindedness, sex 
problems, alcoholism, etc., is found in every hospital 
and dispensary, but rarely is it rendered available for 
practical use because complete records have not been 
kept, and the individual problem has not been inter- 
preted as a part of the greater one of the community. 

The third educational phase of social work in hos- 
pitals is the instruction of the medical student. Dr. 
Charles P. Emerson seems to have been the first person 
to appreciate the value to them of a knowledge of social 
work. He says: “It was partly to aid their education 
that in 1902 some of the medical students of Johns 
Hopkins University organized the first student board of 
the Charity Organizations’ Society of Baltimore. They 
visit one poor family or at most two families assigned 
to them, by the society for weeks, months, or even for 
years. ‘They do what they can to improve the conditions 
in these households. No effort is made to select for the 
students families in which there is sickness. The stu- 
dents learn how the poor man lives, works, thinks, 
what his problems are, what burdens he must bear. 
They learn the intimate relationship between the ills of 
the physical body and the home environment. They 
learn also how easy it is to give very good advice 
which will add burdens which cannot be borne. They 
find out that the poor man is not always a self-convicted 
sinner or a self-confessed ignoramus, and that he has his 
own ideas as to the necessity and especially as to the 
possibility of his following advice. 

The poor man loves his vices as truly as does the 
rich man and will not abandon them at the off-hand sug- 
gestion of a strange doctor. The students find that to 
effect a much needed reform—e. g., to keep the win- 
dows open, they must first win the confidence, next the 
love of the poor patient, and then stick to him closer 
than a brother to prevent relapses. 

In some of the hospitals having social service de- 
partments arrangements are made for the worker to give 
a few lectures to medical students, and in the out-patient 
department each might be given one or two patients to 
follow through really to the finish of the medical prob- 
lem observing the method of doctor and social worker, 
working in cooperation on a plan of treatment. 


social 















The nurse as well as the medical student needs to 
know something of the broader aspects of medical work. 
The Massachusetts General Hospital allows a few of each 
year’s graduating class, especially selected as to fit- 
ness, to have three months’ experience in the social 
service department. This is not in any sense regarded 
as a training for social work, as the time is far too 
short, but it gives the nurse a chance to gain some 
insight into the growing field of public health acti- 
vities and will make her work much more intelligently 
as a nurse. 

The New York School of Philanthropy has recently 
offered a combined course in medical and social work. 
By cooperation with Belleview Hospital Training 
School, the course offers two years’ training at the hos- 
pital and one year at the School of Philanthropy. The 
graduation diploma is not given from the hospital until 
the year at the School of Philanthropy is finished. 

The question of whether or not a person without 
nurse’s training but with social training is as well 
fitted for medical social work as a nurse with social 
training is a much mooted one. A medical social 
worker must, of course, have a working fund of medical 
knowledge; but personally I feel, though I am a nurse 
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myself, that the worker trained socially gets this infor- 
mation as well and with less waste of time by instruction 
and supervision in the social service department of the 
hospital as in its training school for nurses. It surely 
ought not to be necessary to spend three years, or even 
two, in learning care of patients, administration of 
medicine, and operating room technic, ete., in ordet 
to get the comparatively simple, practical facts about 
disease, hygiene and treatment which are what the 
medical social worker needs to know. Any intelligent 
person with the help of a few good medical books, 
including a dictionary, and actual work in a clinic 
under the supervision of an experienced worker, very 
readily acquires the necessary knowledge. The hospital 
social worker’s function is not that of a nurse. 

Preventive medicine is largely a matter of indi- 
vidual and public education and the hospital through 
its social service department has one of its best oppor- 
tunities for really reaching the people and giving them 
practical medical knowledge in a form in which it 
can be used, 

Note :—Read before the First Convention of the 
Catholic Hospital Association, June 26, 1915, at Mil- 
waukee, Wis. 


THE PATIENT’S VIEWPOINT 


Paluel J. Flagg, M. D., New York, N. Y. 
(Continued from November issue) 


FLOTSAM AND JETSAM. 
RECKS on the high seas of life, blown by the 
changing winds of fortune, floating for a time 
and salvaged, or sinking forever into the 
“deep”. 

Such are the sick who fall under our observation. 
It is well to heed these castaways of life’s storms, for 
who can tell when his own frail bark will be thrown 
helplessly adrift on the perilous waves. 

The actual experience of Helen Stiles as recounted 
by herself, is illuminating as an example of the whims 
of fortune. For within the short span of ten years she 
was dashed from the lap of luxury to the depths of 
poverty where after experiencing destitution she was 
lifted up again to the enjoyment of wealth and culture. 
‘Lhis salvaged flotsam related her experience to me, as 
“We had played tennis all afternoon at the 
club, and after a short swim in the bay we crowded into 


follows: 


Jim’s car and swung down the long meadow road to 
the turn pike. The great red sun in the west sank 
suddenly below the horizon and its parting rays were 
caught by the thunder clouds gathering in the north- 
east. The pungent aroma of the deep woods fell upon 
us as we sped through the pines, and the’sweet scent of 
the new mown hay, was borne upon the mist which 
hung in the valley. As we pulled over the crest of the 
hill we could see our place set on a knoll, overlooking 


the country side for miles around. The clustered hem- 





locks, junipers, and the cedars at the entrance to the 
drive cast long shadows on the lawn and the massed 
salvia about the porch glowed softly in the deepening 
shadows. ‘The gravel was crushed under our wheels as 
Jim shifted gears to make our drive and as we rolled 
up the gentle slope, I glanced at the heavens and saw 
the rose light fading from the clouds fast spreading 
over head. Fitful flashes lit their melancholy depths 
and as we mounted the steps of the piazza the first 
drops fell. 

“As the rain began in earnest my headache in- 
creased and I found my way up the broad stairway to 
my room. I threw myself on my bed as I was and 
after tossing about for a few moments fell fast asleep. 
When I awoke it was dark but the cool light of the 
harvest moon fell across my room and shimmered over 
the silver on my dresser. Someone had entered and 
covered me over as I slept. With a contented sigh I 
cuddled my pillow and rolled over for another nap but 
I was no longer sleepy. My head was as clear as a bell, 
and as I heard Jessica’s sweet voice below carrying a 
melody from the ‘Merry Widow’ a new musical comedy 
just out, I jumped up, flashed on the light and pro- 
ceeded to dress for dinner.” 

Poverty, Disease and Its Attendant Evils. 

The patient in the bed next to me was a colored 

woman and as this was visiting day, her family was 


gathered about her. At the end of the ward was a bed 




















which had been screened for the past 48 hours. The 
word had passed that the patient was dying, and as her 
moaning ceased during intervals of exhaustion we con- 
cluded each time that she had just died. It was an am- 
bulatory case. Passing through the hall a few mo- 
ments before I had seen the trays for the private rooms 
bound for their destination. Consequently the dinner 
which had just been laid upon my bed-table remained 
untouched. 

Dr. Martin Penbroke had written a letter to the 
attending surgeon, Dr. Frank, explaining my circum- 
So that when I saw the latter enter 
the ward and say to the nurse, ““Where’s that case Dr. 
Martin sent in? 


stances to him. 


Take her into the dressing-room and 
get her things off,” I held my breath in expectation. 
Five minutes later without any preliminary remarks 
by way of introduction, he grasped my broken arm and 
said, ““How did you do it? What! a stiff elbow too? 
How do you expect me to fix your arm with a stiff el- 
bow?” I bit my lip but could not keep my face from 
twitching with humiliation. Why was this man so 
blind to the distress of my poverty, that he added to 
this, by humiliating me. 

T'wo medical students entered the door. 
up the doctor said, “This, gentlemen, is a case of 
pseudo-arthrosis complicated by ankylosis of the elbow 
joint. Take her out nurse, we’ll do her Friday”. Late 
that evening the night supervisor stopped by my bed. 
“Why are you crying Miss Stiles?” she said. “Does 
your arm pain you?” “No, it’s my heart that pains 
me. Why did Doctor Frank treat me so? I hate him 
and J’ll not let him touch my arm.” “QO, you mustn’t 
mind him, my dear,” she said, “it’s just his manner. 
I’ve some news for you. Doctor Williams said that you 
were to be moved into the semi-private ward, that you 
were a lady and had no business to be here, that if we 


did not move you out, he would do it himself”. 


Looking 


Financial Recovery and Peace. 

The gentle April breeze billowed the draperies of 
my window casement. My table lamp cast a soft glow 
over the tray of dainty dishes which my nurse had 
brought in. Cuddling very close to me, his eyes closed 
and his little 
snuggled my new baby, the crown of my anguish and 
my pain. And now this rest, so soothing and so sweet 
lay upon my spirit like a balm, healing all my wounds. 
As I gazed on my baby a bell rang loudly through the 
hall and the muffled scream of a woman in labor came 
“That’s one of the ward cases in the de- 
“The poor 
I hid my 


fat cheeks as red as a boiled lobster, 


to my ears. 
livery room, Mrs. Preston”, said my nurse. 
things, you little know how they suffer”. 
face against my baby’s to conceal the memories brim- 
ming there, my pity for those whom fortune had re- 
fused to favor, and as I raised my head, I saw my Doc- 
tor smiling down upon me. 

Sometimes we are dazed by an unlooked for flash 
of beauty when we expected but dun squalor. 
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A mite of a girl lay flat on her back slowly recover- 
ing from a desperately bad case of appendicitis. 
Scarcely anything remained of her but her unconquer- 
able spirit. She was septic to her finger tips but clung 
tenaciously to life. Her mother, a poor scrub woman, 
sat by the bedside holding her hand. 
eyes slowly opened and recognizing her visitor, the 
child said, “Mother, did you water them geraniums of 
mine today ?” 
closed and in a tired, low voice she sighed, “Mother, 
when I get home I’ll beat you good, for that.” 


The sick girl’s 


There was no response, the eyes slowly 


An Excursion Into the Realm of the Unconscious. 

He held out his hand and smiled as he said “Good 
morning, Doctor!” Many times during the Saturday 
afternoon clinic, I had looked up from the pit in the 
amphitheater and observed this earnest young face 
watching the progress of our operation. As I stood in 
the anaesthetizing room that afternoon two weeks ago, 
He had 
developed an acute abdominal condition which demand- 
ed immediate operative interference. I knew that he 
Indeed, he told me that 


this boy was wheeled in upon a stretcher. 


was interested in anaesthesia. 
he had just begun to study a work on the subject. As 
we were speaking the anaesthetist entered and began 
the anaesthesia. I determined to see this student after 
he had recovered from his operation, and to inquire 
into his psychic impressions as he lost consciousness. 
Two days later I called to see him. “Sit down,” he 
said, “awfully glad to see you. You are curious to 
know of my anaesthetic experiences? Well, they were 
a bit unusual”. He asked me to please shut the door 
into the hall, then he begged me for a cigarette-and 
after a couple of deep inhalations flecked the ash off in 
the saucer of his tea-cup and began. 

“My turn was next. Familiarity with medicine 
does not ease one’s anxieties. I have seen several pa- 
tients anaesthetized, and only last week, I read a chap- 
Stopping for a 
“Tt 


When the anaesthetist came in; he said, 


ter on the history of anaesthesia.” 
moment to draw on his cigarette, he continued. 
was this way: 
‘Breathe naturally through your mouth’ and with that 
he applied the face piece. The door to the operating 
room was ajar. I could see the white iron furniture 
covered with sterilized goods, and I could hear the tinkle 
of many instruments. A breath of the sweet gas and 
my sight grew dim. ‘The walls were no longer white. 
The room seemed smaller and strangely quiet. I no 
longer smelled the gas or felt the pressure of the 
cushioned face piece. I looked at the anaesthetist. 
He sat rigidly on his stool gazing intently at the appa- 
ratus which he held in his hands. ‘Sorry, Doctor’, he 
said, ‘but we haven’t any more gas and the ether is all 
used up—guess we will have to operate without’, 0, 
but you can’t do that, I stammered. “That would be 
the limit!’ The operating room door was thrown open. 
A great head with grey side whiskers protruded around 


the corner and a deep voice said, ‘Bring the patient in, 
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John’. So in we trundled on our rickety carriage. 
The walls had been darkened and two straight wood 
chairs and a heavy dresser had taken the place of the 
white iron furniture. On the dresser lay a great saw 
and two long knives. As we entered the surgeon pro- 
ceeded to sharpen one of these on an ordinary whet- 
stone. When he was done he cut a hair which he held 
between his fingers. I was placed on a heavy plank 
table, and three orderlies with dirty aprons stood by. 
A gentleman in a long frock coat stood at attention 
with a huge watch balanced in his left hand. ‘Ready, 
Dr. Lister!’ he said. The Doctor took off his coat and 
tried the knife on his thumb. “Time me’, said he grasp- 
ing my ankle in his iron grip. The orderlies threw 
themselves upon me. I groaned, gasped and drew away 
my foot. “Try not to move your foot, Doctor’ a soft 
voice whispered in my ear. Mingling with the odor of 
ether, heavy on my breath, was the fragrance of cigars 
on my table. 

In which it is seen that the spiritual faculty does 
not depend upon a perfect physique for its highest mani- 
festation. 

Sister Marie Dolores (neé Mary Ryan) possessed in 
a remarkable degree that irresistible fascination known 
as personal magnetism. 'Temperamental by virtue of 
her ancestry and refined by the culture which accom- 
panies several successive generations of wealth, she 
seemed misplaced for the free exercise of her unusually 
developed social faculties. I was very familiar with that 
form so somberly clad; and cherished the confidences 
with which she honored my prudence and experience. 
It was then with real pain that I was called to attend 
her one evening, to reduce a fracture of the lower third 
As the callus slowly formed, I 
musculo- 
graceful, 


of her right humerus. 
saw to my consternation the ever increasing 
spiral paralysis extending down over those 
active tapering fingers. She saw it coming too, and 
looked at me with such anguish swimming in her eyes, 
that I sometimes had to bite my lip till it was salty to 
keep the courage in my face. 


She was sitting at her desk as I stepped into her 
Her arm and powerless hand hung in their 
sling. But I observed that she was laboriously writing 
with her left hand in anticipation of permanent disabil- 
ity. As she saw me she quickly arose to her feet, 
blushed a little and said with a smile, “Doctor, I have 
just made a discovery. I find that I am ambidexterous. 
See how willingly my left hand has accepted the burden 
that my right carried so deftly. She handed me the 
paper on which she had been so patiently but so cheer- 
fully practicing and glancing at it I unconsciously slip- 
ped it into my pocket. After dinner that evening as I 
sat before the open fire and pulled out my pocket-mem- 
orandum to post my calls, a folded sheet fell to the 


room. 


floor. 
I picked it up and read as follows: 
of a Rose.” 


“The Dream 
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“TI found myself, all alone, save for the little lamp 
far above my head. It was so still I just wished some- 
thing would happen. I was not a bit tired. The un- 
usual surroundings were novel enough to keep the most 
blase flower from falling to sleep. 

A small figure in a red robe appeared from out the 
gloom, carrying a light on the end of a stick. He 
walked directly toward me, but knelt as he approached 
what seemed to be velvet covered steps. 

As he knelt I could see the outline of the altar on 
which I rested. It was of white marble, and in its cen- 
ter gleamed a panel of gold. For the first time I saw 
that I was notalone as I had imagined, for all about me 
breathed ‘narcissus, filling the air with their sweet per- 
fume. 

The boy arose, mounted the steps of the altar and 
lit the candles which stood among us. It was soon bril- 
liant with lights. Illuminated brackets sprang out of 
the gloom disclosing pews in which many people knelt. 
It seemed so strange that I had not felt the presence of 
all these. I must have been more weary than I thought. 

A priest and two altar boys stood before us. He 
spoke in a strange language. His voice became that of 
a supplicant. He mounted the altar steps, moved from 
one side to the other. Finally he stood before the little 
golden door. Before him on the altar was a chalice. 
He bowed his head, then looking up to heaven he ex- 
tended his arms in entreaty ; a bell pealed forth; a mist 


seemed to gather before my vision ; a delicate aroma fill- 


ed the air. ‘The tinkle of many silver bells fell upon my 
senses as lightly as a dream. A feeling of exquisite 
calm came over me. The mist became more dazzling; 
it seemed to be on fire. The tinkling bells suddenly in- 
creased in volume. ‘They crashed upon my senses with 
the roar of an avalanche; they bewildered me. But, as 
I became more accustomed to them I could perceive that 
the sound was not a simple one; that the most delicate 
strains of many violins came clearly to my senses, amid 
the tinkle, the boom, the rising and falling, the perfect 
cadence. Celestial voices singing, exquisite in their ful- 
ness and beauty, perfect in their harmony, extreme in 
their infinite variations. Tones pitched as high as those 
of the most slender throated denizen of a virgin wood: 
but purer, far purer, and sweeter came from the myriad 
choir of angels. And low tones so solemn, it seemed as 
though all the rock-bound shores in the world had melt- 
ed the roar of their sea foam into one great beach where 
breaker after breaker tossed its wind-swept crest into a 
yawning chasm. 

As my sight became-clearer I could see the chalice 
ell radiant with light, and as I leoked, a spotless dove, 
with out-stretched wings, hung poised above the sacri- 
fice. 

My head bowed, pollen floated from my powdered 
anthers, my petals folding hid my face from God’s 
dread sight. 

When I opened my petals the vision of heaven had 
left me. The priest had moved from the center of the 














altar, and the sacred chalice was hid under an embroid- 
ered veil. 

The lights went out one by one and silence came 
again. I would soon die; { felt it. The water, in 
which I rested, could not quench the thirst in my poor 
parched stem. My head sank, my perfume came in 
gasps. Particle by particle my pollen fell, and slowly, 
one by one, my petals parted, quivered and dropped on 
the lace cloth. The little altar lamp so far above me 
flickered, I gave a last gasp, turned towards the little 
golden door and bent my head in everlasting sleep.” 
Such was the 








The broken sentence marked my interruption of 
this mystical meditation. As I gazed upon the labored 
page so replete with spiritual beauty, I recalled the argu- 
ments which I had once heard in defense of the presence 
of a spiritual faculty in man. Beautiful virile con- 
cepts born in the throes of physical embarrassment and 
pain. An exhibition of the spiritual faculty tuned to 
concert pitch, enjoying ecstatic pleasure in the unre- 
strained activity of its sublime nature. 

In which the charm of the middle ages is glimpsed 
and we are lead to think on Home worship, morality 
and religion. 

My old classmate Bob Evans had called me for a 
consultation in the suburbs. As I swung off the train 
an hour later I saw him pacing the platform eyeing the 
passengers as they alighted. As he caught sight of me, 
he strode forward and clasped my hand with both of his. 
“Hello! Old Top!” he exclaimed, “awfully glad to see 
you”. Seizing my arm he hustled me toward his car. 
As we swung away from the station platform he looked 
at me rather whimsically and said, “Well Charley, I’ve 
got a new ‘one’ for you this time. I’m asking you to a 
real honest to goodness monastery, inhabited by real live 
monks”. He then proceeded to rehearse the parentage 
of our patient. When he began to consider the matter 
of occupation I saw a twinkle of merriment in his eye. 
“His chief occupation is that of a disciple of St. Francis 
of Assisi. He is an ordained priest. Incidentally he 
does odd plumbing jobs that come up, tends to the 
electrical plant, has made his own wireless outfit, is a 
painter of no mean talent having just finished a mural 
painting for the chapel. He is the emergency organist 
and in his spare time when he is not reading or discuss- 
ing politics he writes moving picture scenarios and 
teaches Latin”. 

We soon arrived at our destination, a long low 
building set on a hill. The door bell clanged and in a 
few minutes we were admitted by a sandaled lay brother 
in a brown habit. Bowing, he lead us through a long 
corridor to a scantily furnished reception room and left 
us to go in search of our patient. 

As he disappeared, we proceeded to discuss our re- 
spective impressions of monastic life in general and of 
monks in particular. Our conversation was interrupted 
by the entrance of our patient. 
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To my astonishment I recognized my friend of the 
old hospital days. He seemed as happy to see me as I 
was to discover him. “Why I never dreamed to see you 
here” and I would have said “thus” but for a sudden re- 
calling of the nature of my visit. “Yes I was covering 
a downtown parish for a few months during the sick- 
ness of one of the regular assistants when we met last. 
Are you still interested in obstetrics?” he asked with a 
smile. 

Our examination concluded, I accepted my patient's 
invitation to walk through his garden and as the monas- 
tery conveyance was at hand, determined to take the 
evening train back to the city. 

My friend had aged. I could see the grasp of 
death fast closing upon him and I marvelled at the 
eerenity of his spirit, as we discussed the reasons for 
and against a mutilating operation. 

Seated in the long shadows of the Lombard poplars 
we saw the cloudless blue overhead, cool and clear, mel- 
lowing as it sank westward. “I have never forgotten 
your talks when I was at St. John’s”, I said. “Do you 
remember how peeved I was at what I considered your 
intrusion into my medical care of the patients. You 
made the obligations of religion towards the saving of 
souls very clear to me, that evening in the staff room. 
J see you are working hard here. You seem to consider 
this as a duty. Do you consider Divine worship an 
actual duty ?” 

“Yes Divine worship is a duty”, he said, gazing 
thoughtfully into the distance and fingering the polished 
beads that hung from his waist. 

“You see religion is both objective and subjective. 
It is objective because of man’s abject dependence on 
God. He owes Him obedience, gratitude, love and ador- 
ation. Objective religion is therefore the sum total of 
duties which man owes to God. But it is also subjective 
by virtue of the promptness to act or the virtue which in- 
clines man to give God the homage and service due. 

“Therefore religion cannot be merely a matter of 
conviction, sentiment, or of objective dependence, ex- 
clusively. The theoretical passive objectiveness must 
be accompanied by the practical active subjectiveness. 
The objective fundamental truths acknowledged must 
find their acceptance in subjective practical daily acts. 

“Religious practice is human life itself, shaped by 
the influences of religious principles. Then too, relig- 
ious practice or the exercise of religion consists of two 
different classes of acts, mental and physical. These in 
turn must find their expression in private and public 
worship. 

“While some feel that God is satisfied with the wor- 
ship of the heart, yet it is obvious that physical homage 
must also be paid. Imagine for example a city refusing 
to acknowledge in a physical manner the visit of a su- 
preme dignitary, or a college assembly totally ignoring 
its president except to think of him fondly or in some 
other manner. The fact that God is invisible does not 
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alter conditions so long as we are convinced of his pres- 
ence. 

“To argue that internal or mental worship is suf- 
ficient, is but an excuse for an outraged conscience. 
For mental worship alone ends in sentimental reveries 
which cannot stem the pressure of passion’s tides. 

“The magnificent cathedrals and the elaborate 
ritual which religion employs is for the purpose of ex- 
pressing in physical terms our mental prayers and as- 
pirations. The wax candle is a simple example of this 
physical expression. The wax, being spotless, repre- 
sents Christ’s most spotless body; the wick enclosed is 
an image of His Soul; while the glowing flame typifies 
the Divine Nature united with the Divine Person. And 
again the color of the vestments worn on various oeca- 
sions typify the spirit of the season. White denotes 
purity, innocence or glory; red is the color of fire and 
blood; saints and martyrs; purple is expressive of pen- 
nance; black denotes mourning; green designates growth 
and increase and is symbolic of hope. 

“The subjective worship which we observe in the 
individual is also due God from all individuals taken 
collectively, from organized society. For God is the 
primary source of all just laws, and from him they have 
their binding force and final sanction. Public worship 
is therefore a duty incumbent upon every society which 
acknowledges God as its Creator. 

“Tf God need not be worshipped mentally and 
physically by man and by society, then the atheist and 
the anarchist are, at least, logical when they refuse to 
ebey the authority of their rulers. 

“Tf one takes away the sovereign authority of God, 
the foundation of all authority on earth is automatically 
destroyed.” 

“Granted the duty of Divine worship, what neces- 
sary connection is there, between religion and moral- 
ity?” I said. “I know many men intimately who are 
moral but not religious”. My friend remained silent 
for a moment as though he were attempting to compress 
much into a few words. 

“All acts are referable to the Creator,” he began, 
“those which are immoral as well as those which are 
moral. In the former case however, the Creator’s co- 
operation is merely to the physical entity of the act, 
which in itself is neutral, being neither good nor evil. 
The morality of the act is dependent upon the free wili 
of the actor. 

“The Creator’s will is the creature’s law. In be- 
ings that are devoid of reason this direction finds expres- 
sion in the physical determination of their specific 
powers, whereby they are constrained to act in certain 
pre-defined way from which they cannot swerve by so 
much as a hair’s breadth; but in beings endowed with 
intellect and free will, this same direction assumes the 
form of a law, enunciated by the practical reason, which 
manifests at once the existence of the law and its bind- 
ing force. 


“The law thus enunciated is the moral law, to 
which man’s actions must be conformable. It is a law 
written in the intellect after the manners of knowledge, 
and communicated to the will as a moral obligation. It 
leaves man indeed physically free, yet morally it binds 
him to a line of conduct from which he may not swerve. 
The binding force of this law is identical with the bind- 
ing force of the Creator’s sovereign will for it is but the 
manifestation of that will in rational nature.” 


“Religion and morality are therefore inseparably 
linked. Morality is the fruit which grows upon the 
tree of religion. Religion searches the heart, morality 
registers the external evidences of our acts. 


“The most that human nature can do is to suggest 


rules of propriety; it cannot make laws or formulate 


precepts and what force is there in rules of propriety? 
We have before us therefore a double task. First, to 
strive to know the Creator better: second, to irain our ° 
will to follow His laws. To know God is to love Him, 
and to love Him is to obey Him. 


“The will is guided by the understanding, not by 


its own light. 

“God made man for no other reason than His own 
intrinsic goodness. Boundlessly happy in the posses- 
sion of His infinite perfection He wishes to share this 
with creatures made after His own image. 

“Man exists for the sole purpose of knowing, lov- 
ing and praising God”. 

As he concluded, the silver notes of a lofty bell 
rang out over the garden, echoing from the distant fields 
and meadows on the wings of the evening mist. Silent- 
ly we left our seat and were soon lost in the shadows of 
the cloister. 

(Continued in next issue). 


DEATH OF MOTHER ROSALIE. 


Mother Rosalie, O.S.F. for the past ten years superior 
of St. Joseph’s Hospital of Alliance, Neb., died at the 
hospital after a brief illness of meningitis, on Saturday, 
November 12, at 1:30 P. M. 

Her death was a great shock to the community and an 
immense loss to the hospital. It was under her successful 
administration, that the new and splendid hospital building 
was erected, the beautiful new chapel built, training school 
for nurses established, medical staff organized, new 'abora- 
tory equipped, and one of the finest X-ray machines in the 
State of Nebraska installed. 

Besides her great executive ability, Mother Rosalie 
was ever known for her constant cheerfulness and kindli- 
ness of her disposition. The sisters of her community, 
the nurses and doctors of the hospital, her many friends 
of the city and elsewhere, spoke of her in terms only of 
“good Mother Rosalie.” 

Mother Rosalie was born in Westphalia, Germany. 
Prior to her entry into the convent, she was a school- 
teacher. Soon after her reception into the Franciscan 
order she came to America, where she spent the remain- 
ing thirty-eight years of her unselfish, heroic and saintly 
life as a Franciscan sister. 

Before coming to Alliance, Mother Rosalie, fulfilled 
important positions for her Order in Buffalo, N. Y., New 
Lexington, Ohio, and Rosebud Indian Mission, St. Francis, 
Ss. D. 


Funeral services were held at Alliance from Holy 
Rosary ——- Interment was made in Mt. Carmel ceme- 


tery.—R. I 

















GENERAL VIEW, HOTEL DIEU HOSPITAL, KINGSTON, ONT. Rev. Mother Farrell, Superintendent. 


The Hotel Dieu Hospital — Past and Present 


By H. R. Fleming, M.A., Kingston, Ont. 
by HE Hotel Dieu Hospital was established in the 


City of Kingston on September 1, 1845. This 

institution has the honor of being the first out- 
growth from the Montreal Mother House of the Sisters 
in Canada. Kingston had been made an Episcopal See 
in 1826—Bishop MacDonnell being its first Bishop. 
The population was scattered and there were but few 
Catholics, these being mainly of the poorer class. To 
establish a Sisters’ Hospital in Kingston under such 
adverse circumstances seemed like courting failure. But 
the claims of the sick and needy always find a responsive 
chord in the ‘heart of. a true religious and the Rev. 
Mother Mesiere found it impossible to voice a refusal 
when the many pathetic stories reached her ears of the 
miseries suffered by the poor sick left almost without 
succor—dying in miserable sheds or even by the road- 
side. She therefore consented to aid the infant diocese. 


The Sisters were under no illusion as to the mission 
they were undertaking. “You must depend solely upon 
Divine Providence” said the episcopal superior of that 
day. The Sisters arrived at last on a beautiful Septem- 
ber evening and after a rest of a few days with the 
Sisters of Notre Dame Convent they proceeded to their 
Cloister House to be known for many years as the “Old 
Hotel Dieu, Brock Street.” On September 5, 1845, the 
hospital was opened with solemn Pontifical Mass by the 
Bishop of Kingston. The day was one of memorable 
significance. Many prominent citizens called to ex- 
press their kindly interest in the new foundation, prom- 
ising hearty co-operation which time has proved so sin- 
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cere. By September 12th the little hospital was filled 
to overflowing. 

Reverses are nearly always a foregone conclusion of 
new foundations and this in Kingston was no exception 
to the general rule The lack of sufficient accommoda- 
tions and the intense cold of the long Canadian winters 
were severe trials. The first crisis that the Sisters were 
called upon to face was an epidemic of the “Ship Fever” 
among the poor Irish immigrants who were forced from 
the land of their birth by the oppressive penal laws of 
England. Many of these typhus-stricken victims ar- 
rived in the City of Kingston, where hundreds perished. 
For weary weeks the Hotel Dieu Sisters combatted the 
epidemic, going from shed to shed soothing the fevered 
brow and moistening the parched tongue, oblivious of 
their own personal comforts and danger, and when all 
hope was gone performing the last sad offices of the 
dying and the dead. It was several years later that a 
severe type of smallpox swept the city and district. Still 
later, after the lapse of a quarter of a century, diph- 
theria, so deadly in those days, was an unwelcome visitor. 
And during these scourges the good Sisters of the Hotel 
Dieu performed their duty with characteristic heroism. 
The pandemic of Spanish Influenza of 1918, which 
proved extremely severe in this part of Ontario, found 
the Sisters of the Hotel Dieu of this generation worthy 
compeers of another time in the presence of a dangerous 
plague. 

The Giver of all good gifts had signally blessed 
the work of the Hotel Dieu of Kingston. Each succeed- 
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CORNER IN THE EYE, EAR, NOSE AND THROAT SURGERY, HOTEL DIEU HOSPITAL. 


ing year brought added appreciation from the public and 
the Sisters reluctantly realized that their beloved home 
on Brock Street was no longer adequate for the accom- 
modation of their many patients. In the summer of 
1891 it was therefore decided to purchase Regiopolis 
College and grounds, a fine city property occupying an 
entire city block and centrally located. The necessary 





arrangements having been made with the Episcopal Cor- 
poration the work of transforming the college into a 
hospital was undertaken at once. For six years the new 
hospital was used as a hospital and Sisters’ home, but 
it also became too small, and in 1897 a new monastery 
for the Sisters was built. The work of the Sisters grew 
from year to year and in 1909 it was found that a new 


ADMINISTRATIVE OFFICE, HOTEL DIEU HOSPITAL, KINGSTON, ONT. 
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wing should be added to provide accommodations for 
clinical laboratory, X-ray, electro-therapy, and private 
rooms, 
In 1918 the Hotel Dieu Hospital joined the Cath- 
olic Hospital Association of the United States and Can- 
ada, and since that time there has been a marked change 
in thg upbuilding of a modern scientific hospital. The 
Hotel Dieu Hospital has felt the impelling force of that 
spirit of progressiveness, which was a source of the 
formation of the Catholic Hospital Association—that 
spirit which recognized that in a world of economic and 
civic development the hospital as an institution of serv- 
ice had not kept pace with the advancing life of modern 
civilization. 
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Maternity Department. 

For a long time the patrons and doctors of the 
Hotel Dieu had been requesting the good Sisters in 
charge to open their doors to obstetrical cases, knowing 
that the same success which had marked their handling 
of surgical and medical patients would prevail in this 
department. Not until 1911 did they see their way 


clear to undertake this field of hospital activity, Dur- 
ing the decade of years that has elapsed the demand of 
the public upon this service has steadily and constantly 
increased. From a small beginning, the obstetrical de- 
partment now occupies one entire floor in the main 
building and promises in the near future to rival, if not 
surpass, the old services of surgery and medicine. 


In 





THE PHARMACY, HOTEL DIEU HOSPITAL. 


In order to comply with the minimum standard as 
outlined by the American College of Surgeons a staff 
was organized in 1920. Further reorganization along 
more comprehensive lines occurred in 1921 and is at 
present working admirably. The staff is made up of all 
the doctors of the City of Kingston who attend patients 
at this hospital. It consists of the following depart- 
ments: Surgery, Chief of Staff, Consultant and Asso- 
ciates; Medicine, Chief of Staff, Consultant and Asso- 
ciates; Obstetrics, Chief of Staff, Consultant and Asso- 
ciates ; Gynaecology, Chief of Staff, Consultant and As- 
sociates. Chief of X-Ray Department, Chief of Eye, 
Ear, Nose and Throat; Chief of Pathology and Bac- 
teriology, Chief of Neurology. 

The following is a brief summary of some of the 
outstanding departments of the Hotel Dieu Hospital 
with a short resume of the progress that they have made 
in the last few years. 


the early days a semi-private ward of six beds and the 
possibility of four private rooms—which were available 
for short-stay surgical cases as well, were allotted to 
maternity work. ‘Today the service consists of a large 
well-lighted ward containing regularly nine beds with 
space for two or three more—a semi-private ward with 
six beds, and four private rooms all very large and three 
of which are equipped with two beds each. There are 
two separate nurseries, one for semi-private and private 
cases; the other at the other end of the corridor for 
ward cases, each with its own linen, medicine and bath 
equipment, 

All patients are delivered in a most fully equipped 
lying-in room. There are bath-rooms, sterilizing plant, 
diet kitchens, and linen closets on the floor for exclusive 
use of this service. From September 1, 1920, to Septem- 
ber 1, 1921, one hundred and sixty births were registered 
—an increase of 50 per cent over the previous year. A 
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complete system of history and record keeping is in 
operation ; an intern is assigned especially to this service 
for a four months’ term, while the nurses are especially 
instructed, and are expected to handle one normal case 
The 


under the direct supervision of a very experienced Sis- 


alone before leaving the service. whole floor is 
A Hesse incu- 
bator has recently been ordered and when installed will 
practically complete the equipment necessary to make 
the Obstetrical Department of the Hotel Dieu at Kings- 
ton, second to none on the continent. 


ter with a younger Sister as companion. 


Clinical Laboratory. 

The Clinical Laboratory is equipped with the proper 
facilities for the carrying out of the work of clinical 
microscopy and also bacteriological and pathological ex- 
aminations. The director of the laboratory is the as- 
sistant professor of pathology of Queen’s University, and 
the technicians are two Sisters who have been suitably 
trained. In addition, the interns of the hospital take 
their turns in laboratory service. Two nurses-in-train- 
ing are detailed for duty in the laboratory to observe 
and assist the work for a period of three weeks and 
this service is required of every nurse before she leaves 
the training school. 


Hotel Dieu Electro-Therapy Department. 

The electro-therapy department is perhaps one of 
the best equipped in Eastern Canada. Four rooms are 
set aside on the first floor of the new wing for this work. 
The equipment consists of a Wappler Transformer, Vic- 
tor Tables, Victor Stereoscope, Coolidge Transformer 
and ‘Tube and the usual dark room apparatus such as 
tubes, red-lights, chemicals, developing frames, ete. 
Provision is made for the Fluoroscope as well as plates. 
Patients who.are. admitted to the Hospital for Electro- 
therapy treatment,are, allotted rooms in close proximity 
to the X-Ray department. In connection with the Elec- 





X-RAY DEPARTMENT, HOTEL DIEU HOSPITAL. 





tro-Diagnosis and Electro-Therapy branch of the medi- 
cal service a Wappler High Frequency Machine, a Mc- 
Intosh Generator and Bristow used. The 
department is under the direct supervision of an X-Ray 
specialist, who is chief of staff of this department, and 
who does the X-Ray work of the whole city and district. 


Coils are 


He is assisted by one of the Sisters who is a trained 
technician in this work. 


The Medical and Surgical Department. 

These two departments of the Hotel Dieu are well 
up to the standard of excellence demanded by the careful 
critic. ‘Three wards are set aside for the Medical cases 
and the same number for the Surgical. There are also 
well furnished private rooms in the new wing, especially 
allotted for medical and surgical patients. 

There are three operating rooms, two in the main 
building for general surgery, and one on the top floor of 


the new wing for eye, ear, nose and throat work. These 
rooms have white tiled floors, walls and ceilings. This 


renders the whole easily and thoroughly cleaned and 
with practically no danger of injuring the furnishings. 
The instrument cases are not cumbersome and are easily 
moved by the nurses. They are white enamel with glass 
shelves. The Bartlett No-Shadow Lite is the artificial 
light that is used. The West and South exposures give 
excellent natural lighting. The main operating room is 
fitted up as an operating theatre, and the Medical Stu- 
dents from Queen’s University observe the different 
operations and are given clinics by the various Profes- 
sors of Surgery. One operating room is exclusively 
used by the specialist in eye, ear, nose and throat work. 
It is perfectly equipped for all delicate eye work. 


The Hotel Dieu Training School for Nurses. 

There was a great dearth of trained nurses in this 
district, and the Sisters realizing this opened a training 
school for nurses in their Institution in 1912. In this 





























Hospital the nurses have the advantage of 
intimate association with the men and 
women from whom they learn their profes- 
sion. They enjoy the confidence, advice and 
friendship of their teachers, more so than in 
larger Institutions and consequently they 
enter broader fields with more ambition, 
more loyalty and a keener sense of their 
responsibilities than they otherwise would. 
This personal contact and interest tends to 
bring out the latent talents and inspires the 
nurse-in-training to action. These may seem 
small matters but they go far towards turn- 
ing out capable, competent women. 





Those who do not leave the district to 
take up more advanced training, still re- 
main a decided asset to their neighbors by 
becoming veritable apostles, spreading the 
gospel of proper living and health in their 





homes and home town, 
The Hotel Dieu will 
training school every worthy young woman 
who is desirous of making their future life 





admit to their 


one of service to their fellow-man in that 
great calling, “Caring for the Sick.” The 
course extends over a period of three years 
Lectures 





in general and obstetrical nursing. 
in the various’ branches of surgery, medicine, 
The 
superintendent of the nurses is one of the 


etc., are given by the Staff Doctors. 


Community Sisters who has had special 
training for this work of Superintendent of 
Nurses. If the student nurse is successful 
in the examinations given periodically she is 
awarded a diploma, entitling her to practice as a regis- 
tered nurse in Canada. 






Improvements in the Hotel Dieu in the Last Year. 
The general condition of economic depression which 


came as an aftermath of the war affected in many ways 
the finances of the Hotel Dieu. The operating expenses 
were increased by the high cost of supplies of all kinds, 
and the number of cases which of necessity had to re- 
ceive free treatment, was greatly augmented owing to the 
increase of the unemployed. Only the most careful 
administration of the resources of the Hospital made it 
possible to withstand this adverse condition which 
wrought so much havoc in the industrial and commercial 
life of the country. Despite, however, the many dis- 
advantages under which the Hotel Dieu Hospital Sisters 
were working, they made many radical and progressive 
changes in the building and in the administration of the 
Hospital—changes which will be lasting and beneficial 
and which will ensure better service to the patients. 
The old ice house which was each year filled with 
ice out of the harbor, was found to be in a useless condi- 
After careful deliberation and at an expense of 































tion. 
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FOUNDING OF HOTEL DIEU HOSPITAL IN 1642. 
(Mural Painting in the Entrance Hall of Hotel Dieu Hospital, 
Kingston, Ont.) 


$7,458.85 a complete refrigeration and ice-making plant 
on the Line System, was installed. This plant, which is 
giving excellent satisfaction is a valuable addition to the 
Hospital and will bring permanent, sanitary and scien- 
tific results. 

_ An electric service to the various floors was installed 
to replace the old, cumbersome hydraulic one. The new 
service which cost $2701.60 is a model of conyenience 
and efficiency. 

Two years ago the insurance underwriters con- 
demned the electric lighting system and raised the pre- 
mium. Last year they refused to renew the policies 
until the building was wired in accordance with the most 
modern and safe methods. The huge task of re-wiring 
the entire Hospital was undertaken and after five 
months’ continuous labor has just been completed. This 
improvement entailed an outlay of $12,000.° From the 
viewpoint of actual illumination and of safety the Hotel 
Dieu is undoubtedly one of the best lighted buildings in 
the City. 
















The Hospital and the Resident, With Some Consider- 
ation of What the Hospital Should 
Teach the Resident 


Robert A. Kilduffe, M.D., Director of Laboratories, Pittsburgh Hospital 


XCLUDING the teaching hospital with medical 
EK, school affiliations, and those of far-flung reputa- 
tions, it seems safe to say that there are few 
problems confronting the hospital of average size of 
more importance—and sometimes of greater difficulty— 
than that which arises each year in the obtaining of 
a resident staff. 

For those hospitals in which the resident is looked 
upon as more or less of an incumbrance due to State 
regulations; as an individual to be, as Sairey Gamp 
has it, “put upon at all times; to be surrounded by an 
endless list of rules, regulations, “dont’s,” restrictions, 
and disciplinary measures until he is made to feel that 
he is truly “serving his time,” the difficulty is becoming 
acute—and deservedly so. 

These are the hospitals in which much stress is 
laid upon the duty which the resident owes to the hos- 
pital, but little or no emphasis is placed upon the duty 
which the hospital owes to the resident. 

Reduced to its simplest elements, the resident 
supply of the future may be said to depend in large 
measure upon the resident supply of the past, or, in 


other words, it depends upon the account the resident 


gives of what he “gets out of” his service. And, this 
in turn, arises directly from the manner and degree 
in which the hospital uses its opportunity to teach. 

It must not be lost sight of that the average res- 
ident is a species sui generis. Some come to the hos- 
pital simply because a State law compels it and look 
upon the time to be spent with neither expectation 
nor enthusiasm: simply as something which has to be 
done. 

There are others who, shortly after arrival, are 
marvelling at the knowledge and skill of the staff and 
hope that by care and diligence and unremitting study 
they, too, may in time attain to equal dizzy heights of 
knowledge. In a few months, however, they are con- 
scious that the staff are, after all, merely men of average 
ability, while, towards the end of their service they 
secretly wonder how such men “get by” with such poor 
work and are ready to advance numerous suggestions for 
the improvement of all concerned. Of these the num- 
ber is luckily few for little can be done for them. 

The majority of residents look forward to their 
hospital terms with great expectations and a world of 
enthusiasm and the character of their recollections 
depends, largely, upon what they learned—upon what 
“they got out of it,’ and it is mainly through these 
past residents and their account of their services that 
ai future supply is assured. 

While a large part of what a hospital furnishes to 
a resident is comprised in “experience,” it must be em- 
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phasized that it also has the duty and responsibility of 
teaching him. 

He arrives at the hospital crammed with a con- 
glomerate mass of theoretical and statistical data, very 
little of which he has much opportunity to apply prac- 
tically; these it is the duty of the hospital and the staff 
to separate, crystallize, clarify and render utilizable and 
available, as well as supplement by the practical knowl- 
ledge of experience. 

To do this as it should be done necessitates several 
things: 

1. The hospital must look upon the residents as 
the physicians, investigators, and teachers of the future 
and realize its responsibility accordingly. 

2. It must have a general service of sufficient size. 
This does not necessitate an enormous number of beds 
nor patients for twenty cases carefully studied and 
“worked up” are of far greater value than a thousand 
hurriedly glanced at. 

3. The hospital must be prepared with equipment 
and personnel to take care of its patients in a careful, 
thorough and scientific manner, which will depend 
largely upon the character of its staff. 

4. In order to inculcate and cultivate the vital 
habits of reading and study there should be a reference 
library of respectable proportions which should not be 
allowed to become obsolete, and a sufficient number of 
leading medical journals to indicate the current trend of 
medical thought. 

5. The Staff should be of a caliber capable of teach- 
ing, with something to teach, and should be eager and 
willing to look upon this as an aliquot portion of their 
duties. 

This does not require that they be “professors” or 
teachers by profession, but rather that they should be 
well-trained, well-bred, progressive and scientific clini- 
cians able and willing to impart their knowledge, won 
by experience, to others. : 

How should the teaching be done? 

While it is very advantageous to have informal 
meetings of different members of the staff with all the 
residents—not only the man on his own service—when 
the various problems which arise may be discussed; and 
equally so to have the residents invited to the regular 
scientific meetings of the staff, the greater part of the 
teaching should be practical and in the wards, the 
laboratory, and the operating room. 

It is too common a sight to see the patient sur- 
rounded by the Chief and his assistants with, far in the 
background, the resident holding a chart; or to find him 
hanging on to a retractor throughout the whole of 
his surgical service. 














On the medical service, too, it seems, sometimes, as 
if he rapidly learns of all the special and various labo- 
ratory examinations to ask for, but too little of the 
importance of what he himself may see, hear and feel in 
the patient. 

To every resident, “histories” soon become a bug- 
bear. May it not be, occasionally, because he is not 
impressed with the reason why; with the vital necessity 
of a case record in his future work; because he is not 
shown how to take a history: to avoid verbosity, to pick 
out the salient features for emphasis; to express them 
intelligently ; not go by rote or rule of thumb or simply 
to follow the atrocious fine print on the “ready-made” 
history blanks in such common use; to appreciate the 
necessity of knowing the past medical history in a 
medical case and the uselessness of inquiries as to the 
cause of Aunt Mary’s death in a case of “house-maid’s 
knee ?” 

He should be taught how, by a few keen questions, 
to elicit information in his office later, and above all he 
should be taught to correlate the information he acquires 
with the condition which confronts him in the patient. 

He should be taught the importance and the infor- 
mative value of observing the patient before pouncing 
on him with a stethescope or a pleximiter; he should 
learn how to observe, what to see, and what it means. 
It is not enough that he should hear something in the 
chest: its significance should be impressed upon him. 
He should be aided in forming his own deductions and 
conclusions and encouraged or even obliged to do so. If 
laboratory examinations are asked for he should be 
shown why; what each is expected to show, to prove, or 
to eliminate, and what the practical value and applica- 
tion of each report will be to the particular case. 

So only will he learn to make his laboratory examin- 
ations intelligent and useful in his future practice. 
In treatment he should be told why such and such 
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is used and what effect is hoped for and trained to write 
for it in a scientific manner; he should not come to 
look upon “soft diet” as a formula but as representing 
certain concrete articles of food so that, later on, when 
he is asked just what Johnnie may have to eat he may 
be able to answer. 

In surgery he should be taught to use his senses 
of sight and touch; to know that there are other means 
of diagnosing fractures than the X-Ray alone; to know 
why he uses, as well as how to apply, such and such 
dressings. As he becomes proficient, he should be al- 
lowed to really assist in operations and even to perform 
some in order that he may learn by experience if, per- 
chance, he has within him the germ of a future surgeon. 
He should learn the uses of other instruments besides 
the retractor and should be taught to distinguish be- 
tween a surgeon and an “operator” and aided in culti- 
vating his judgment. 

In obstetrics he is as a rule well taken care of 
because of State requirements. 


In the laboratory he should be taught not so much 
of technic as of the interpretation and practical applica- 
tion of the test to the patient, and to know that his 
laboratory work will be of value in direct proportion 
to its correlation to the patient. He should be shown not 
so much of tests but more of their meaning. 

He should be expected to make mistakes as his 
mentors have before him and, when they are made, an 
explanation of why they were errors and how to avoid 
them should precede reproof which should always be 
tactful. 

All of this is possible; much of it easy, and the 
results are worth striving for; an ex-resident who is a 
credit to and an ardent advocate of his hospital, one who 
will bend every effort to induce others to seek the ad- 
vantages he has shared. 


O. C. Morrison, M.D.,Carroll, Iowa 


N unparalleled advancement of the common in- 
A terests of medical education and hospital stand- 

ardization has come about during the last ten 
years. Credit is due the untiring efforts of those men 
who represent the interests of the College of Surgeons. 
No decade in history carries the stimulus for hospital 
betterment which surpasses the present decade. The 
introduction of bacteriology was without doubt the cli- 
max in medical advancement, but hospital standardiza- 
tion is the climax thus far in hospital advancement, 
insofar as the benefit to the general public and health 
welfare is concerned. It is truly a wonderful thought 
when we think of the great hospitals of our continent 
drawn up into the line of a common minimum standard. 
The commanding officer of this great line, representing 
the interest of surgery, medicine, obstetrics and all the 
tributary branches, together with the health administra- 





No greater 


tion of a continent, is common consent. 
power is vested in any society of men than common con- 
sent, or pure democracy. This common consent has been 
fostered for years in the minds of our great leaders and 
finally found expression through the instrumentality of 
the College of Surgeons. Through this means the hospi- 
tals of over one hundred beds have been vitalized to feel 
the keen responsibility of their full duty to humanity. 
They realize as never before that one hospital cannot be 
ezar nor emperor. A common minimum standard must 
come as a basis for advancement. Common consent sug- 
gests a common standard for the hospital, for the sur- 
geons, for the staff of that hospital, for the laboratories, 
training schools, and most of all, for the case records of 
every individual patient, that common democracy may 
be the result of our labor and that the best may be had 


for the weakest and poorest of our commonwealth. 
. 
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SHEET 1. TREATMENT RECORD. 


Some two years ago, the secretary for the College 
of Surgeons had a summary made of the clinical case 
histories of the hospitals of one hundred beds and over, 
in order to learn the status of this work as being done in 
the many hospital on this continent. The report was 


startling indeed. This searchlight found many hospi- 
tals with no standard whatever; in many the standard 


was questionable. In order to have the essential benefit 
of case histories for this group of hospitals it was 
necessary for the College to prescribe a minimum stand- 
ard to which all hospitals of one hundred beds or over, 
are asked to subscribe their good will and sincerity of 
purpose. The case history has received more emphasis 
than any other branch of hospital work. The staff 
formation is left very flexible. Clinical laboratories 
have a wide range of variation and the division of fees 
is somewhat emphasized. The case histories must be 
up to standard without variations or equivocations. We 
can find much interest and instruction in developing 
the college plan. 


The college plan is of a minimum type of the most 
excellent variety. Out of the 671 general hospitals of 
one hundred beds and over on the continent it is 
estimated that 468 do not measure up to the minimum 
standard in clinical case history taking nor in general 
efficiency. 

In order to be fair and establish the truth the 
committee compared one hundred case histories of 
appendicitis of two different institutions. 


No.1 No. 2 


A. Complete physical examination, 

blood count and laboratory data. 100 14 
B. Number of consultations held in 

the 100 cases 











SHEET 2. NURSES’ DAILY RECORD. 


Clinical histories completed be- 

fore operation 

Incorrect diagnosis............ 

Progress notes recorded by sur- 

ING 6:6 eine mist oi ale nid ok’ O's 100 
Operative infections........... 3 12 

G. Number of patients relieved.... 94 77 

H. Mortality. 3 9 

This little resume is typical for the entire group. 
If No. 2 can be brought to No. 1’s standard by effort, 
the effort will save the life of six people; relieve seven- 
teen others; will correct the diagnosis in thirteen and 
make better surgeons of every member on its staff. 
Should we be interested in how to get better clinical 
case histories? The college has left us to draw largely 
upon our own ingenuity, providing we retain the general 
plan. The plan for eliciting a case history and the type 
of history is what we shall consider together. 

St. Anthony’s Hospital, at Carroll, Iowa has a 
carefully controlled staff. The patients who are ad- 
mitted, (so far as my work is concerned) are referred 
to a capable and able internist where a very searching 
history is elicited by the internist himself and not by any 
assistant or nurse. The question comes, “Who shall 
elicit the history of the patient that is to go to help make 
up the case record or history?” Shall the intern, a 
nurse, a Sister, or anybody?” No, never. Case histories 
should be written only by a trained internist, or a 
trained surgeon. Every case admitted to my service has 
been carefully gone over previously by the medical 
department. Our medical wing or department admits 
all cases excepting O. B., contagious and acutely emer- 
gency surgical cases. The case history consists of eight 
sheets all of the same size and with binding edges at 
the left of the sheet. 
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SHEET 3. DAILY RECORD SUMMARY. 


This sheet is for the orders of the 
attending physician. The date and hour of the order, 
standing orders, special orders and diet. This sheet 
should be bound as the record of orders is important. 
Sheet No. 2. This sheet, the nurse uses as a daily 
sheet to show what she has given the patient and is used 
as a daily record. It is not filed with the case history 
when the patient is dismissed because of the value of the 
record. For that reason we have the nurse fill the 


Sheet No. 1. 


SHEET 4. PERSONAL HISTORY. 


important part of the record upon the temperature sheet, 
which is; 

Sheet No. 3. 
pulse, temperature, respiration and all the important 
daily data from the nurse’s records. 

Sheet No. 4. Is the personal history. 
is completed by the internist in the most careful manner. 
His number, age, race, nationality, entrance complaint, 
history, (A) social, (B) family, (C) past medical, (D) 


This sheet carries the daily record of 


This sheet 








PHYSICAL EXAMINATION 
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SHEET 5. FINDINGS OF INTERNALIST. 


SHEET 6, CLINICAL LABORATORY REPORT 
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“Findings. Microseopie 


Surgeon 
Anecethetiat 


Asoatante 





Instrument nuree 
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ANESTHETIST’S REPORT. 
history of present illness. This sheet is kept confiden- 
tially by the internist and is not open to the inspection 
of anyone excepting the physician in charge. Every 
physician should emphasize the confidential protection 
of the patient to the nurses and have them help in 
safeguarding this part of the case history. 

Sheet No. 5. Contains all of the physical findings 
of the internist, together with his clinical diagnosis, 
clinical pathology and treatment. 

Sheet No. 6. Is the clinical laboratory reports of 
all laboratory findings. This sheet should be safe- 
guarded from undue publicity, except for those in 
charge. The reasons are obvious. 

Sheet No. 7. Is an x-ray sheet which carries all the 
instructions to the Roentgenologist and his report. 

Sheet No. 8. Is the anesthetic record kept by the 
anesthetist, time of operation, kind of anesthesia em- 
ployed, ete. 

These sheets are completed when the patient leaves 
the hospital. The nurse in charge of the floor takes 
them to the recorder’s room where they are indexed and 
filed. The object of indexing is two-fold: for handy ref- 
erence and for study of clinical pathology. They are 
numbered twice, (a) entrance number, (b) serial num- 
ber. A card is filed, in the handy reference file, of all 
these cases carrying reference to both entrance and serial 
number so that the history is easily available. This file 
has the names alphabetically of the cases, principal 
diseases, complaints, operated or not, age and condition 
when discharged, also reference to the follow-up card 
case that keeps a record of each case with a quarterly 
report of the patient’s condition during the first year 
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after the operation. The average surgeon is a very busy 
man and does not have time to follow all the details of 
case histories. At Carroll, we have a Sister who devotes 
her full time to the detail work of compiling history 
records. She is our Hospital Case History Recorder. I 
cannot emphasize the importance of case histories too 
strongly. Our case history is a positive index to the 
character of the work we do for our patient. It is the 
safeguard against partiality as every patient gets the 
same consideration. Many hospitals are trying to have 
the laboratory charges so fixed and provided for that 
they will be available to all which seems very logical. 
This would necessitate a great deal of time and help and 
some means of general charge would have to be made to 
care for it. 

The case record has been slighted very much, years 
past, in fact it has not been developed. Commercialism 
was the basis of most of the hospital records. The plan 
proposed is a purely scientific resume of the proceedings 
of the case while under our care. It necessitates much 
work, does not net the hospital any cash dividends, so to 
speak. 

The great profession must lose its personalities of 
selfishness. It will do only that which is best and surest 
for the patient. It will drain the last drop of indiffer- 
ence in case history taking and inpercision for the old 
way of hospital records and transfers therein the new 
way of carefully compiled histories and a conscience for 
the patient that could be interchanged for its own. 
Then we will have revolted from the bondage of commer- 
cialism; will have struck the rock of our own unselfish- 
ness and from it there shall pour the waters of com- 
munity betterment. 

















Report of the Conferences, Catholic Hospital 
‘Association, St. Paul 


IV. Report of the Conference of Heads of Floors 


Sister Cornelia—Are there any questions regarding 
the governing of floors? 

A Sister—I would suggest discussing the preparation 
of dressing trays. I would like to get an idea as to how 
the different nurses prepare their dressings and their 
instruments. 

Sister M. Aloysia, St. Elizabeth’s Hospital, LaFayette, 
Ind.—We sterilize our instruments in the sterilizing room 
in the morning and sterilize our trays at the same time. 
We put our sterilized towels on them. Then we have little 
lap sheets that we put on. We have our dressings all 
rolled up ready to use. We prepare them upstairs on the 
next floor. We put the cotton in little bags made for that 
purpose. Instruments, after having been sterilized, are 
put on the dressing trays, so that doctors have no trouble. 
The doctors wash their hands thoroughly; all put on 
rubber gloves and sterilized aprons, and when they go 
through the hall, they wrap their hands in the sterile 
towels. The Sisters undo the outer dressings and take 
them off with an extra forceps. We have a paper to 
receive soiled dressings. Then they undo the sterile 
dressings and open up the tray for the doctors. 

Sister—Do you dry your instruments with sterile 
towels? 

Sr. Aloysia—No, we take them right out of the 
sterilizer. 

Sister—While you are waiting for the doctor? 

Sr. Aloysia—We have our trays ready—as many as 
we think we shall need during the forenoon. 

Sister—Do you have any trouble with your instru- 
ments becoming rusty? 

Sr. Aloysia—No, we never do. Sometimes we put a 
little soda in the water. As they come back from the 
patient, we just wash the instruments and put them in the 
sterilizer, so nothing is contaminated. 

Sister—Suppose you do not have enough trays pre- 
pared, have you extras? 

Sr. Aloysia—We always have plenty. We always try 
to have enough on hand; in case we should happen to run 
short, we would sterilize the instruments on the floor. We 
have everything ready on the floor. 

Sister—How do you get your doctors to go through 
this routine? 

Sr. Aloysia—We make them do it. 

Sister—Do your chief surgeons follow these rules? 

Sr. Aloysia—They all do it; they know they may not 
do the dressing unless they follow this rule. 

Sister—How are stupes given? 

Sr. Aloysia—We have our stupe trays ready, equipped 
with a potato ricer; a glass jar of turpentine and oil, 
equal parts; a basin of hot water; a piece of flannel, 
forceps and oiled silk. We anoint the parts with oil and 
turpentine. The flannel is then wrung through the potato 
ricer, put on the patient and covered with oiled silk. An 
electric warmer or hot water bottle is then applied. 

Sister—If you need more gauze and cotton, do you 
have that prepared in small bags? 

Sr. Aloysia—We have it in small bags which we pin 
together and sterilize a great many at the same time. We 
do the same with gauze. 





*This is the third installment of the complete reports of sectional 
conferences at the St. Paul Convention. The meeting of the Heads of 


Floors took place on Thursday, June 23, from 10 A. M. to noon and 
from 2 to 4 P. M. A report of another sectional conference will be 


printed in the February issue. 


Sister M. Cornelia, R.N., St. Vincent Charity Hospital, Cleveland, Ohio, Chairman 
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Sister—You put one of these on the tray? 

Sr. Aloysia—Yes. 

Sister—What do you do with pus dressings, if they 
have to be changed three or four times a day? Do you 
bring the dressings each time or leave them in the room? 

Sr. Aloysia—We bring them each time. 

Sister—What do you do with dressings not needed? 
Do you re-sterilize them? 

Sr. Aloysia—Dressings that have no pus we use again; 
if pus dressings, we burn them right away. We have an 
incinerator on each floor. 

Sister—I mean dressings not used? 

Sr. Aloysia—We sterilize them over. 

Sister—When are visitors allowed on private floors 
and wards, that is, at what hours? 

Sr. Aloysia—We have many complaints from our 
surgeons that visitors should not be allowed in the fore- 
noon on private floors. Of course, our cards read from 10 
to 12, but doctors are always scolding that we should not 
allow them in the forenoon. 

Chairman—I would like to know what other Sisters 
have to say about this. 

A Sister—We do away with morning visitors alto- 
gether, unless patients are very sick or to be operated 
upon; then they can have visitors before going to the 
operating room. The hours are from 1 to 5 in the after- 
noon and 7 to 8 in the evening, but in the evening only 
for near relatives. 

Another Sister—We have visiting hours from 10 to 11 
in the morning, but by doing that it seems hard to keep 
visitors out before 10 and after 11. It seems they either 
come too late or tell us they come on trains and have to be 
back, so it seems awfully hard to keep them-out when you 
have only one hour to give them. I really believe it is 
better not to have any visiting hours in the morning, but 
I do not see how we can arrange it. Our doctors seem to 
be in favor of it, and some of them think patients should 
have visitors after 10 o’clock in the morning, when they 
are all prepared for the day. 

A Sister—There is something I wanted to ask and that 
is, how often is a floor nurse supposed to give out medi- 


cine? Some doctors expect floor nurses to give medicine 
every hour. It seems almost impossible to do it. I am in 
charge of a medical floor; we have 22 patients. When I 


first started out there were about five doctors ordering 
medicine every hour or every two hours, and it really 
seems almost impossible. I asked these doctors if they 
really thought the patients sick enough to need medicine 
every hour besides all the other treatment. They were not 
sick enough to have a special nurse and said they could 
not afford to pay for a special nurse. I do not see how we 
can do it with the little help we have, only three nurses 
besides myself with 22 patients. It seems impossible to 
get to all the other patients and give those certain pa- 
tients all the treatment and medicine ordered. 

Chairman—I should think the hospital would supply 
more help and give patients medicine as often as ordered 
by the doctor. What do the other Sisters think? 

A Sister—I think so too, the doctors’ orders should be 
carried out. If patients need medicine every fifteen min- 
utes there should be help enough. Lack of help should not 
prevent patients having care. 
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Sister—What if you have not the help? 

Sister—I should go to the Superior and demand it. I 
should think they would get enough help. I do not think a 
doctor orders medicine unless he thinks his patient needs 
it. The management of the hospital should be informed 
and should supply sufficient help. 

Another Sister—In our medical department every 
nurse has just so many patients to take care of. She gives 
out medicine to her patients and is responsible for them. 
She must mark her charts, and when she leaves to take 
her time off, she has another nurse take her place. 

Chairman—How do you manage to give your medi- 
cine? 

Sister—I give out medicine myself and have a nurse 
carry it. If I have a nurse in her third year, I let her take 
care of it. It is a medical floor and we have nothing but 
medical cases, but there are certain doctors who are always 
ordering five or six different kinds of medicine, when 
apparently there is not much wrong with the patient. Of 
course, if we had enough nurses to go around, it probably 
would be alright. 

Chairman—Why don’t you have your Superior take it 
up with the staff? 

Sister—I just wanted the opinion of some of the 
Sisters. 

Chairman—I do not think a nurse should voice her 
opinion; it comes back to the doctor and makes very hard 
feelings, which sometimes cause a great deal of trouble. 

Sister—I think that is a good suggestion, not to have 
nurses make any remarks about the doctors. 

A Sister—I think I should do what the doctor orders 
and neglect the other work and get some help, but I would 
carry out the doctor’s orders. No matter what the doctor’s 
idea is, we have to follow it; we are nurses, not doctors, 
and we cannot tell the.doctor what to do. 


Another Sister—I would think it proper to take it up 
with the chief medical man and explain the lack of help. 
Sometimes a Sister will not get the help even if she asks 


It is easy to say get more help, but how is she 
If a nurse is driven she cannot do her 


for it. 
going to get it? 
work thoroughly. 

A Sister—The staff might eliminate some of these 
men who are not doing the right thing. The Sister seems 
to know that some of these men are not good men. 

A Sister—We have the same trouble, we cannot do 
anything with the staff. 

A Sister—The Sister Superior should do something 
with the staff. If these men could be eliminated, we would 
not have so much to contend with. If there are half a 
dozen different doctors on the floor, it makes a great deal 
of difference, especially when they have not enough help. 

A Sister—I think patients who really need so much 
attention are sick enough to have a special nurse. I think 
anyone needing attention every fifteen minutes should be 
able to get a special somehow; that is the way I feel. We 
are certainly willing to give our patients all that is coming 
to them; give them the best of care; but sometimes it 
seems impossible to do so. There are just a very few 
doctors who do that and they seem to make more work. 
One of them seems to order more than fifteen others 
together. It is not that we do not want to give the 
patients care; we certainly try to give them all they need, 
but it is certain doctors I am speaking about. 

Sister—I agree with the doctors who spoke yesterday 
about patients being well treated from the time they enter 
the hospital; I think that is being neglected. Twenty 
years ago we would not think of permitting patients to go 
to the operating room without a nurse or Sister with them, 
and I think it would be a good rule to make and follow 


today. 
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Sister Mary Grace, Mercy Hospital, Canton, Ohio— 
Some Sisters may have suggestions to make on economy in 
floor management in regard to dressings. I noticed in a 
certain hospital in Cleveland, the doctors had to bring 
their own gauze and cotton. It seemed strange, but the 
doctors had to furnish a part of their own dressings. 

Sister—It does not seem practical, but they will be 
more economical. 

Chairman—You mean they bring it from the outside? 

Sister—Yes. 

Sister Allaire—I should like the opinion of some Sis- 
ters as to the best method of doing dressings, whether in 
the dressing room or in the wards? 

Sister M. Simon, St. Vincent’s, Toledo, Ohio—We have 
a dressing room on each floor and a Sister and nurse take 
care of the entire dressings, except in certain cases where 
the Sister waits for the doctor to give her permission to do 
the work. Each patient has a certain sterile tray every 
day, or as often as dressings are needed. 

A Sister—We have a small dressing room on each 
floor in charge of a senior nurse. She prepares all her 
floor dressings and attends to all that, with the supervision 
of the Sister in charge of the floor. Of course, all pus 
dressings and irrigations are done in the dressing room, 
but clean dressings are done in the beds. I think we 
succeed in doing all dressings very nicely in the morning 
in that way. If we had to bring every patient into the 
dressing room, it would mean lots of work and handling. 
It is easier done in bed, unless irrigation is necessary, and 
then the dressing room is required. 

Sister Placide, Mercy Hospital, Pittsburgh—Clean 
dressings are done in the room. Large dressings are 
brought to the dressing room downstairs. Any heavy 
dressings, that would be hard to manage in the bed, are 
also taken to the dressing room. Then we have baskets for 
dressings, that the doctors themselves use on the floors. 

Sister Domitilla, Rochester—We have dressings done 
in the patient’s room. We have a central dressing room 
where dressings are prepared. We have sterilizers in this 
room, with a Sister and two nurses in charge. They 
prepare the dressings and keep the baskets ready so each 
doctor has his own basket, We have a cabinet in which 
this basket is kept. The cabinet is under lock and key. 
The intern has a key, as well as the Sister. He is re- 
sponsible for the basket and everything in it. It is 
always ready for him. He takes it and does his dressings, 
and he must bring it back or, when he comes for it, it is 
not there. In this basket we have everything that is 
necessary to do the dressings, and they are very con- 
venient. The doctors do not have assistants; that is, we 
do not. have a nurse to go with the doctor to do the dress- 
ing, except on outside patients. If he needs assistance, 
the nurse in the room or the ward must help him. 

Chairman—What are the baskets? 

Sister—Metal. 

Chairman—Do you sterilize the trays? 

Sister. Yes. We have large sterilizers. 
and nurses take care of sterilizing. 

Chairman—Does the doctor come back to the central 
room to have them re-sterilized? 

Sister—Yes, all that work is done in the central room. 

Chairman—If he is on another floor, does he have to 
come back? 

Sister—Yes, but he has enough to make the rounds 
for the day. He has a large cup in one end of the basket 
and has enough instruments to do several dressings, as 
many as any doctor would need. He has another cup in 
the other end where he puts the soiled instruments. 

Chairman—What is done with soiled dressings? 
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Sister—We have on this basket sheets of newspaper 
folded, which have been sterilized, so when he does a 
dressing he opens up this newspaper and leaves the 
dressing on there and the nurse in the ward takes care of 
it. They are put in a basket for that purpose, and then 
the Sisters go through and take out the safety pins and 
gauze and such as we want to save. 


Chairman—Where are the baskets manufactured? 

Sister—We have them made; I am sorry I do not 
know where. 

Chairman—Are they in compartments? 

Sister—Yes. 

A Sister—I think you can get them at the five and ten 
cent stores. We get them in Pittsburgh, but not with 
handles. They are almost as large as this desk. They 
have a small compartment for solutions, drugs, dressings 
and instruments. They are not expensive and are very 
light weight and easily sterilized. The doctors like them 
very much. 

A Sister—What Sister said was very good, but if the 
doctor goes from one patient to another, where does he 
wash his hands? 

Sister—There are lavatories all over the hospital. He 
can stop any place. 

Sister—He is not sterile then? 

Sister—I do not know whether he is or not. 

Sister—Who prepares the solutions? 

Sister—They are prepared in the dressing rooms. We 
use several: bichloride, lysol, or whatever the doctor 
prefers. 

A Sister—Do you send that with the basket? 

Sister—Yes, it is sent out with the basket. Of course, 
the situation is a little different than in most hospitals. 
We do not have very many pus cases. While they are 
clean there is not the need for the rigid sterilization that 
you have to go through in most hospitals. 

Chairman—Are there any Sisters interested in mater- 
nity work? 

A Sister—I really am interested. 

Chairman—I should like to know how you prepare 
the dressings? 

Sister—We buy the pads from Mr. Clark whom you all 
heard speak yesterday. It is a regular pad about eight 
inches by three; we use two on a patient. 

A Sister—Two at a time? 

Sister—Yes. We sterilize about ten in one package. 

Sister—You do them up singly? 

Sister—We put in one pad and turn the rubber; then 
put in another, and our packet is almost square. 

Sister—Do you burn them after use? 

Sister—Yes. We use the Manhattan carrier, and on 
the Manhattan is a small basin for bichloride or lysol, 
whatever the doctor prefers, also a long dressing forceps; 
also pledgets. We have a box of these in each room. They 
are also sterilized. 

Sister—Do you keep the Manhattan carriers in each 
room? 

Sister—No, in our maternity rooms. We have six or 
eight Manhattan carriers. The nurse’s hands do not come 
in contact with the patient. 

Sister—I do not know much about this work. I was 
in Chicago where they have trimmings of plain gauze and 
have these made up; trimmings of plain gauze are 
sterilized with just one piece of new goods, and then they 
were burnt. It used up the trimmings of the goods. 

Sister—What kind of cotton is used? 

Sister—Regular cotton. 

Sister—Absorbent cotton? 

Sister—Yes. They are made in the dressing room. 
Sister—Do you mean paper cotton? 

Sister—We have been using that a couple of years. 
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does not absorb very well. It is very stiff and hard on the 
patient. 

Sister Rosemary—I want to ask if the Sisters all want 
the baby nursery? 

Sister—We have the nursery and I like it. 

Sister Rosemary—Have you it in the General Hos- 
pital? 

Sister—We have a maternity floor in the general 
hospital. 

Sister Rosemary—Do you find any cases of infection? 

Sister—If a case arises, I put the baby with the 
mother. I leave the baby in the mother’s room. 

Sister Rosemary—Suppose the baby gets it in your 
nursery ? 

Sister—I have a special corner in the nursery that I 
take care of. I have not the space to have a special room, 
but I have a special corner and a special table and the 
nurse who takes care of these babies wears a sterile apron 
and rubber gloves. 

Sister Rosemary—You have not had to close your 
nursery? 

Sister—No. We have taught the nurses to treat the 
cases as if they were poison, not to handle the baby before 
the other babies are handled. They wear rubber gloves 
and they change the cover for every baby who has an 
infection of the eye or anything else they may have. 

Sister Rosemary—Suppose impetigo goes through 
your place? 

Sister—I have had a few cases, but controlled them 
in a very short time. 

Sister Rosemary—You have not had to close your 
nursery? 

Sister—No. I have been there three years. 

Sister—We have had trouble in Cleveland and have 
had to close for a week at a time. I sterilize the rubber 
sheets. I have them loose and the mattresses are arranged 
so we can take them out and sterilize them. 

Sister Rosemary—How about your baby wash 
clothes ? 

Sister—Every time they are used we have them 
washed and sterilized. Large pieces of gauze used in the 
operating room are washed and sterilized and we use them. 
Every time the baby needs changing we use a fresh wash 
cloth and a fresh bath towel every morning. The baby is 
weighed on its own towel on the scales. If a child has a 
sore mouth or eye, it is never put on the same table with 
the other babies. We have two tables on which to wash 
and dress the babies. There is a special table in another 
corner of the room where their cribs are put. We call it 
our “pest house” and no one goes near it with a clean baby. 

Sister Rosemary—Explain the treatment of children 
about five months old. 

Sister—I really could not. I just have babies until 
two weeks old. I do not have charge of the five months’ 
babies. 

Sister Rosemary—Are any Sisters in charge of babies 
five months old? 

A Sister—They have it worked out so efficiently at 
St. Ann’s. I was over there three weeks ago. I think it 
splendid the way they take care of babies in their build- 
ings. 

Sister Simon—How are meetings with head Sisters 
conducted? How often and what plans have been ar- 
ranged in the different hospitals? 

A Sister—We were having meetings every month until 
last week, when we were urged to have them every week; 
so the last two weeks of April and beginning May Ist, we 
have had them every week. We take up anything that 
comes up during the week that needs clearing up. The 
Sister Superior acts as chairman. 
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Sister Domitilla—There is no regular time, just as the 
occasion demands; sometimes two or three times a week, 
and again not for three or four weeks. 

Sister Simon—Do the Sisters think the Superior 
should be chairman of the meetings? 

The general opinion was yes. 

Sister Cornelia—How are thermometers taken care 
of? 

Sister Aloysia—We have little wire baskets for ther- 
mometers. They have four compartments, each with a 
glass in it. We have handles on the basket. We sterilize 
our thermometers in bichloride and then water is used. 
We have alcohol in one of the glasses. We have little 
hooks on the baskets and little pieces of paper 3” square, 
and wipe the thermometers with them. 

A Sister—We have regular bags for towels, a dozen 
in each side, and a dozen aprons, Every doctor comes back 
to the dressing room. There is one on each floor. He 
scrubs up, and then goes back to his patient. If they are 
clean patients, the doctors have to scrub up just the same. 
It takes lots of aprons, as the doctor puts on a clean apron 
for each patient. We have enameled trays for each pa- 
tient, but we do not have baskets. We have a cupboard 
located in the dressing room in which the trays are kept. 
The cupboard is locked. There is a Sister in charge of the 
dressing rooms. 

A Sister—I should like to ask if any of the Sisters 
have had experience in doing up instruments in packages 
and having them ready for use at any time? 

Chairman—Are there any Sisters who do dry steriliz- 
ing? 

Sister—Our instruments never rust. They get dark 
but we clean them. We have dry sterilizing in our hos- 
pital. We have been doing it for eighteen months. We 
have a small case with the instruments in it and have a 
dozen on hand at all times. 

A Sister—When an emergency obstetrical patient 
comes in, we have our obstetrical dressings in one basket 
and can be ready in a few seconds. Gloves, gauze, towels, 
sheets, sponges, pads, cotton, everything for an obstetrical 
case, we have done up in one package. 

Chairman—Sister always has a set of obstetrical in- 
struments ready in case of emergency. 

Sister—We have had cases come in the ambulance 
which had to be taken care of on the drive way. Some 
doctors say we should have dry sterilized instruments on 
hand for emergencies. We have steam, but it is not 
boiling all the time. When we know something is coming 
in we start it. 

Chairman—If they were sterilized and wrapped would 
they not remain sterile? 

Sister—They would have to be wrapped in a sterile 
towel. 

Chairman—How often should a head nurse visit each 
patient? 

Sister—I think the Sister makes the morning round 
and then goes with the doctor if she can, and then at 
night. That is not always done. I know they make the 
morning round and then with the doctor. It depends on 
the patient. 

Sister Simon—I suppose visits should be made three 
times a day, but on large floors they cannot. We have 
two calls a day, in the morning and in the evening. Very 
sick patients more often. Our floors are very large; we 
have not less than 31 to 32 patients. 

A Sister—Do the head nurses or supervisors do any 
teaching, or do they supervise practical work? Do they 
keep student nurses’ records? 

Sister Domitilla—It always seemed to me the Sister 
who is at the head of the obstetrical department is the one 
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to teach theory and the Sister in the operating room is the 
one to teach operating technique. 

Sister—We have a nurse who teaches our nurses. We 
have only an obstetrical department and this nurse dem- 
onstrates on subjects in the classroom. 

Sister Domitilla—Don’t you think the Sister in charge 
of the floor could do better than an outside nurse? 

Sister—You know we have only the obstetrical depart- 
ment, St. Anne’s Hospital, eighty to one hundred patients. 
Of course, our Sister is in charge, but a registered nurse 
teaches the new nurses coming in. 

Chairman—What do the Sisters think of the Sisters 
being present in the delivery room? 

Sister— When our nurse in charge of the delivery room 
has her half day, I have to take charge. If we have two 
deliveries, ‘two or three at the same time, I have to take 
one delivery. There must be a registered graduate nurse 
at the head of the delivery room. 

Sister Simon—Our Sisters are not present unless it is 
absolutely necessary. 

Sister Domitilla—I think Father Burke made the 
statement that if there is any place a Sister should be, it is 
in the delivery room. 

Sister Allaire—It was demanded by our Archbishop 
that a Sister should be in the room as an observer. 

Chairman—Something definite about Sisters being 
present in the lying-in room should be decided. How many 
approve of Sisters being present during birth? 

Majority were in favor of a Sister being in the room. 

A Sister—Our Sister is in charge of the floor and we 
have an R. N. to take care of the patient. Of course, if 
necessary, we assist, but we do not make it a rule. 

Sister Domitilla—Who supervises practical nurses on 
the floor? 


Sister—We have a special Sister. We have demon- 


stration rooms and Sisters have charge of their floors. We 
have meetings and the nurses have lectures, so we know 


what is being taught and carry that out on the floor. The 
Sister watches the nurse, works with her and sees that 
all orders are carried out. 

A Sister—How many patients has Sister Domitilla 
on her floor? 

Sister Domitilla—You mean one section. They vary 
from 25 to 40 patients. One Sister has 25 to 40 patients. 

A Sister—Does one nurse take care of eight patients? 

Sister Domitilla—She takes charge of from four to 
six. If it is a young nurse she takes three to four at first, 
never more than six, unless some unusual condition. 

Sister—Your nurses carry trays to the patients but 
not from? 

Sister Domitilla—Yes. 

Sister—Do the maids take them after that? 

Sister Domitilla—The maid takes the tray from the 
patient. 

Sister—The maid takes entire charge of the floor. 
Does she clean the rooms? 

Sister Domitilla—Yes, the room and the hall. 

Sister—How many maids have you? 

Sister Domitilla—In each section two maids. In a 
house not so well planned the nurses must help in taking 
care of that work. 

Chairman—What is the routine work of a nurse in 
charge of four to six patients? 

Sister Domitilla—The Sister in charge of the floor 
does not have to supervise the practical work of the nurse. 
We have one Sister who does nothing but go around and 
see that the nurses do their work and carry out orders, so 
it relieves the Sister at the head of the floor of that work. 
This Sister who does supervising makes out hours of duty, 
as we have the eight hour day. She knows the condition 
of the patients, so she can arrange it better than anyone 

















else in the house. The Sister at the head of the floor can 
give all her time to the very sick patients, care of sup- 
plies, ete. She does not work a great deal with the nurses. 

Sister—What does the nurse do with the patients, 
what treatment does the patient get outside of the orders 
such as regards bathing? 

The first thing the patient is prepared for breakfast; 
the bed is straightened and the room aired and put in 
der; flowers taken care of, then the patient has a bath 
every other day. The patient who does not get a bath 
gets an alcohol rub and bed straightened out. Then of 
course there is the routine of special orders, douches, etc. 
ete. 

Chairman—If they do not get a bath? 

Sister Domitilla—Those not bathing, just get an alco- 
hol rub. Of course, if the case demands it, from time to 
time the patient gets douche as needed, and all patients 
have an alcohol rub in the evening. All patients have 
their hands and face washed before meals. We are not 
always able to do this, but whenever possible we try and 
get it done. 

Sister—Do the night nurses attend to that? 

Sister Domitilla—Yes. Before dinner and the evening 
meal, patients get their face and hands washed. In the 
morning before going off duty the night nurse attends to 
the morning wash and prepares patients for operation. 

Sister—Does your night nurse take temperatures in 
the morning? 

Sister Domitilla—Yes. 

Sister—When does she commence in the morning? 

Sister Domitilla—Sometimes she begins at 2 o’clock. 

Sister—Don’t the patients object to that? 

Sister Domitilla—This is the way she begins: If a 
patient wakes up and wants something the nurse takes 
care of that patient at once. 

Sister—When does the night nurse come on duty? 

Sister Domitilla—She comes on at 9:30 and goes off 
at 7. 

Sister—How many patients does she take care of at 
night? ‘ 

Sister Domitilla—They vary from 20 to 30. 

Sister—One night nurse? 

Sister Domitilla—One night nurse. 

Sister—Do you have supervisors? 

Sister Domitilla—Yes. We have night supervisors 
with an assistant, who looks after the very sick patients. 
Sister—May I ask where you get your special diets? 


Sister Domitilla—From the general kitchen. 
Note: These last remarks all referred to St. Mary's Hospital, 


Rochester, Minn. . , . 
Conference adjourned until afternoon session at 2 


p. m. 


AFTERNOON SESSION: SISTER CORNELIA 
CHAIRMAN. 

Sister Allaire—In regard to the division of work in 
wards, I should like to know which is the best way to 
divide the work into certain duties or according to a cer- 
tain number of patients. 

The majority agreed a certain number of patients. 

A Sister—How old should a nurse be before we give 
her responsibility and charge of patients? 

A Sister—I think some nurses could be in two or 
three years and yet not be competent; it depends on the 
nurse. 

Sister Cornelia—How should a hypodermic tray be 
arranged? 

Sister Simon—We have a small glass tray, the same, 
I believe, as you have in your hospital, Sister. We boil our 
needles with a little alcohol lamp with a little spoon at- 
tached, sold by Thorner Brothers, I think. A small bottle 
of alcohol, sterile distilled water in another; and then we 
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also have a smaller tray, which is brought to the bedside 
with the needle after it has been sterilized. We use cotton 
gauze. 

A Sister—We have it arranged similarly with the al- 
cohol lamp, but, with regard to the syringe each time the 
needle is boiled in the alcohol lamp, we boil the syringe 
also. 

Sister Simon—We do not boil the syringe; it is kept 
in an alcohol solution. 

Sister—If we have glass syringes we boil the needle 
and syringe together. We have a gas stove and boil the 
needle and syringe at the same time. We have all the 
tablets, solutions and medicines for an emergency on the 
tray. We have a glass jar with alcohol and sponges in it 
ready for use. 

Sister—According to the narcotic law, is it permissible 
to leave narcotics on general trays? 

Sister—Morphine is not left on the tray. Narcotics 
are usually kept by the supervisor. 

Sister Simon—In what place should the patient be 
prepared for an operation, the pre-operative care, in bed 
or in a special place? 

Sister—We prepare them in their rooms on their beds. 

Sister Simon—Would you prepare ward patients in 
the wards? 

Sister—Yes. 

A Sister—We prepare our patients in the dressing 
room for operations, except when they are too sick; then 
they are prepared in the room. 

Sister—How far can nurses be dispensed with during 
their retreat? 

Sister—We must give them all the time off that they 
ask for. We arrange their work so that they may have 
the time and, if necessary, we employ special nurses. 

Sister—Does the Sister on the floor have the responsi- 
bility of the patient when she has a special nurse? 

Sister—In our hospital the Sister Supervisor is re- 
sponsible. 

Sister—Does the Sister answer to the doctor? 

Sister—Yes, in cases where there is a special nurse 
the Sister answers to the doctor. 

A Sister—What is the custom regarding serving trays 
for patients with special nurses? 

A Sister—We prepare the tray and have it ready for 
the nurse to carry into the room. 

Sister—You do not leave her in the diet kitchen to 
prepare anything for the patient? 

Sister—The patient’s tray is ready when the nurse 
calls for it. 

Sister—What would you do in regard to two hospi- 
tals in a city, both having the same staff of doctors, one 
having a training school and the other not, should they 
affiliate by sending their nurses to the other hospital for 
practical nursing? 

Sister—Yes. 

Sister—Have the nurses go to the other hospital for 
theoretical work? 

Sister—We do that from the Charity to St. Anne’s. 
They come back to Charity for lessons and lectures but 
take practical and obstetrical work at the other hospital. 

Sister—Their diplomas would be recognized by the 
state? 

Sister—Yes, if it is a recognized hospital. 

Chairman—Have any of the Sisters affiliated with 
other hospitals for contagious diseases ? 

Sister—St. Anne’s in Chicago affiliated with the 
Durand hospital. 

Chairman—Do you find any inconveniences; would 
you be better off to have a division of your own? 

Sister—The City of Chicago would not allow that. 
They have their own hospital for contagious diseases, and 
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do not allow any other hospital to care for them. No 
other hospital can keep any contagious diseases; they 
may not isolate them in their own hospital. We might 
have a separate building, but that would not pay. It 
would cost more to maintain a separate building than to 
affiliate with a contagious place. The city of Chicago 
finds that each patient costs $50 a week to maintain the 
hospital and a few nurses and doctors. To affiliate would 
be better if there is a contagious hospital in the city. It 
would not pay to maintain even a small building. You 
could not get enough practice out of it for the nurses. If 
you are in a city where there is a contagious hospital that 
is too small. 

Chairman—What about your nurses? 

Sister—The state does not ask much about contagious 
diseases. 

Sister—We have to give our nurses three months. 

Sister Simon—We are not obliged to. 

Sister Rosemary—Have you no state hospital? 

Sister Allaire—We have a state hospital, but it is too 
small. More than half the time they have no room for 
our patients; still they offer us affiliation for our nurses. 
They want our nurses as they must have three months’ 
practice, but they don’t have room for our patients. I do 
not know whether it would cost more to support a con- 
tagious pavillion than what it would to pay. Our training 
would be very high. 

Sister—It would cost more than it would pay; 
pense would be double. 

Sister—Should a pupil nurse tending those cases go 
to lectures ? 

Sister Allaire—According to the last legislation the 
only isolation necessary is for patients to be away from 
others, and our nurses could go to their homes and attend 
class with certain precautions. 

Sister Simon—The reason we do not keep them is 
that our nurses will not be allowed to go to the classroom. 

Sister Allaire—We have a new regulation; we find 
small-pox can be controlled in hospitals the same as scar- 
let fever and measles. 

Sister Bernardetta—That would be very dangerous. 


ex- 
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No matter how careful you are with small-pox you cannot 
isolate them enough. 

Sister Allaire—They claim small-pox is no more con- 
tagious than scarlet fever. I believe Ontario is going by 
the same rule. 

Sister—In Chicago they have found out that they may 
do it if they vaccinate every patient before they allow 
them in the hospital. 

Sister Allaire—It is our rule to vaccinate all our pa- 
tients if we have a case in the hospital. 

Sister—In Chicago you cannot do that. 
right to vaccinate every one in a private hospital; 
could not force every one to be vaccinated. 

Sister—We are ordered to do that by the Bureau of 
Public Health if we have permission from the doctor in 
charge. Every patient must be vaccinated. 

Sister—In surgical cases? 

Sister—Any patient coming in the hospital while 
small-pox is prevalent. 

Sister—That would be risky for surgical cases. 

Sister Allaire—We made a rule that all our patients 
should be vaccinated, and most of them left because they 
would not be vaccinated. Vaccination is one of the wisest 
things to do; every one should be vaccinated. 

Sister Simon—Are there any Sisters here who have 
system of following their cases after they leave the hos- 
pital? 

Sister—We have, Sister, but I could not explain it. 
The patients are supposed to return after a certain time. 

Sister—We have a social worker who visits the pa- 
tients about a week after they leave the hospital and she 
brings back a report to the Sister Superior. 

Sister—For how long a time does she visit the pa- 
tient? 

Sister—As long as she deems it necessary, one month 
or longer if the case requires it. In obstetrical cases she 
visits them before they are confined and we tell them that 
if the mother or baby does not do well the social worker 
will visit her. If the patients are out of town we have a 
system of correspondence. 

Conference adjourned. 


You have no 
you 


The Selection of Routine Laboratory Tests 


Herman A. Felder, M.S., formerly with St. Joseph’s Mercy Hospital, Dubuque, Iowa 


HEN we consider the standardization of the 

laboratory department of the modern hospital, 

there arises the question, “How much routine 
laboratory work shall be done upon entering patients ?” 
The various hospital laboratories agree but poorly in 
their lists of routine examinations. This is not surpris- 
ing; for several factors operate to control the selection 
of tests for these lists. They are: 

(1) The size of the hospital. 

(2) ‘The laboratory facilities and the number of 
workers. 

The desires of the hospital staff. 

(4) The co-operation of the hospital organization. 

(5) The fees received. 

The hospitals in smaller communities cannot up- 
hold a routine which the great city hospitals can de- 
mand. Likewise no private hospital can enforce a rou- 
tine under which municipal, county or state institutions 
can operate. The Wassermann test, for example, cannot 


(3) 


be forced upon the patients of hospitals serving smaller 
cities; where the patient, the pathologist, the physician 
and the nurse may live in the same block and have been 
neighbors for years. Thus, questions of public policy 
may suggest limitations for our work. 

The lack of equipment should, of course, not be 
allowed to prohibit the doing of any desired routine 
work. The lack of assistance may, however, curtai! 
possible work and even bar the doing of such time 
consuming procedures as the Wassermann test and tissue 
examinations. 

Before any routine work is instituted the physicians 
of the hospital staff should be consulted and their ex- 
The laboratory department must have 
It must 


pressions heard. 
the support and good will of the staff men. 
not routinely do examinations of which the majority of 
physicians do not approve; it must not appear to be 
“running their cases.” 
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The laboratory must have the co-operation of the 
nursing staff in order that desired specimens may be 
sent in promptly and in proper form. The office receiv- 
ing and entering patients should daily furnish the labo- 
ratory with lists of patients, their physicians, and their 
room numbers, in order that the pathologist may at once 
ocate his cases. 

The amount of routine work done should bear some 
relation to the fees received. Commonly a laboratory 
fee is assessed against every entering patient, and may 
vary from two to eight dollars; averaging possibly 
about five dollars. A good laboratory is an expensive 
institution, and the fee rate allowed it is some index 
as to the esteem in which it is held by the hospital staff 
and board. The more money received the more work the 
laboratory can afford to do routinely and also upon 
special request. 

Those examinations which may be done routinely 
may be listed under these headings: 

A—Routine examinations applicable to every entering 
patient : 

1. Urine analysis. 

2. White blood count. 


3. Red blood count and hemoglobin estimation. 

4. Wassermann test. 

B—Those applicable to operative patients. 

1. Coagulation time. 

2. Histologic examination of removed tissues. 
C—Those applicable to certain types of cases. 

1. Wassermann test on obstetrical patients. 

2. Wassermann test on cases for major operations. 

3. Phenolsulphonephthalein (renal function) test 
on kidney cases. 

4. Throat culture examination on patients entering 
the children’s ward. 

This list is a composite one made up of the ex- 
Prob- 
ably no one hospital does all these tests, but the larger 
institutions do the greater part of them. From this 
high standard the amount of work done recedes to the 


aminations routinely done in several hospitals. 


point where, in smaller institutions, the urine analysis 
only is routine. 

Every hospital laboratory has its individual prob- 
lems in arranging routine work. Consideration of the 
factors above discussed may aid in solving the prob- 
lem. 
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OUR THIRD VOLUME 


Rev. Charles B. Moulinier, S. J. 


ITH this January number “Hospital Progress” 
begins its third volume. 


The Catholic Hospital Association was 
first thought of in June of 1914. Along during the re- 
mainder of that year and in the early months of 1915, its 
organization was mapped out and the first meeting was 
held in June, 1915. As we look back over these seven 
years and try to catch the significance of the historic 
facts, well known to the Sisters and many of the doctors, 
principles and results stand out with a prominence and 
perspective which it is well for us to reflect upon and em- 
phasize. A large group of Catholic hospitals in the 
United States and Canada was religiously and sincerely 
Each of the group 
had its own views of policy and its own problems of man- 
Each was sincerely and honestly working out 


engaged in the care of sick people. 


agement. 
its own destiny with its own light and its own inspira- 
tion and its own local results. 

We knew that the Council on Medical Education of 
the American Medical Association had begun to ques- 
tion hospitals as to what they were doing and how they 
were doing it. We all knew in a more or less vague way 
that an investigation was coming, that standardization 
had begun on the part of the medical profession. It 
was the outstanding thought at the first meeting held 
in the Chancery Hall of Archbishop Messmer in his en- 
lightened and sympathetic presence, that the Catholic 
Sisterhoods conducting hospitals must be alive and alert 
to meet such a movement from within, to be in advance 
of it, if possible, to make sure that it be a moderate, 
reasonable and gradual effort to bring about change, bet- 
terment or correction wherever these were needed. 
There was a keen sense of obligation to the patient grow- 
ing out of the religious and ethical conscience of the Sis- 
ters in charge of the hospital. There was a clear con- 
viction in the minds of all that strength in hospital ad- 
ministration, in medical, surgical, and nursing care of 
the sick would come from a union of thought and feeling 
and purpose. Association did bring this union about 


and gave the strength needed to go along with all that 


was good coming from any source and to resist with 
united strength whatever might be evil or harmful in 
the efforts of any organization to dictate policies or prac- 
tices adverse to the best interests of Catholic hospitals. 


In the same spirit another meeting was held later 
on in the Gesu Auditorium, Milwaukee, and it was 
finally decided to draw up a constitution and by-laws 
and have the first meeting in June, 1915. Much thought 
was given and generous efforts spent to make this first 
meeting a general statement of the great principles’ in- 
volved in hospital management and service. And again 
in 1916 another annual convention was held in Milwau- 
kee, and more of the fundamental phases of hospital 
work were discussed—scientific, ethical and religious. 
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At this time the American College of Surgeons 
came into the field and with the approval of the Council 
on Medical Education gave its best efforts to the working 
out of the standard, simple, fundamental for hospital 
improvement. ‘The Catholic Hospital Association with 
quick and wise insight took up the struggle with the. 
American College of Surgeons, which was needed to 
bring to the minds of all hospital people the value and 
importance of staff organization, of records, and of ade- 
quate laboratory service. The Sisters, doctors, nurses 
and clergy actively engaged in hospital work have shown 
a keen appreciation of hospital standards as an aid to 
the solution of hospital problems and a bettering of ser- 
vice to the sick in hospitals. The intelligence and keen 
sense of responsibility manifested by a large portion of 
the Sisters, doctors and clergy have made the movement 
for better hospitals in the large Catholic group what it 
is today—an undoubted success and an ever strengthen- 
ing impetus to more and more conscientious service to 
the sick. 

Today there are six hundred seventy-four (674) 
Catholic hospitals in the United States and Canada. 
Some twenty thousand Sisters are giving their lives for 
the care of the sick in this group of institutions. Some 
twenty-five thousand lay nurses are being trained in 
these Catholic Hospitals. Some seventy thousand doc- 
tors are serving the sick in these hospitals and some four 
million patients are receiving care in these institutions 
each year. It has been roughly calculated that at least 
twenty thousand unnecessary operations have ‘been hind- 
ered ; that nearly all the hundreds of thousands of opera- 
tions taking place in the hospitals of this continent are 
being done with more care and skill and cons¢ience, and 
that twenty thousand or thereabouts criminal operations 
during the last two or three years have been averted by 
reason of the scientific, ethical, and religious sense of 
responsibility that has been organized, strengthened and 
unified in all the hospitals that have come under the in- 
fluence of the movement for better hospital care of pa- 
tients. 

We now come to “Hospirat Progress”, the official 
organ of the Catholic Hospital Association, the third vol- 
ume of which begins with this January number. I need 
not tell the members of the Catholic Hospital Association 
— Sisters, doctors, chaplains, nurses — what HosPiTaL 
Progress is and does towards the promoting of better 
sare of the sick in our Catholic hospitals. I need say noth- 
ing as to its make-up, its valuable information, its prac- 
tical, hints and helps, its ideals and purposes, its achieve- 
ments. Every hospital and every member of the Asso- 
ciation gives written or oral testimony to its value and 
helpfulness. ‘Letters in praise of it received at this of- 
fice would make a varied volume of high-flown encom- 
ium. The words spoken about its helpfulness would 














make a great chorus of praise. The actual results of 
better care received by patients in consequence of some 
thought, direction or inspiration caught from Hospital 
Progress we hope will be recorded in the book of Life. 
The editors and publishers, needless to say, are pleased 
and gratified at these results. The ever growing im- 
provement in our hospitals from the publication of Hos- 
pital Progress is the one great result which we all look 
for and welcome with joy and satisfaction. 


We must, however, at the beginning of this third 
volume not only look backward but also forward. Not 
only feel satisfaction in things accomplished but resolve 
to bring about greater achievements in the future. We 
must, therefore, not hesitate to dwell upon a few facts 
and principles and to recall if necessary some shortcom- 
ings in order that our third volume may surpass, if pos- 
sible, our second and our first. 


1. Hosprrat Procress is the Sisters’, doctors’, 
chaplains’, and nurses’ magazine. It belongs to and is 
the outgrowth of the spirit and efforts of the Catholic 
Hospital Association. Therefore, every hospital, every 
Sister, every chaplain and every nurse must feel a per- 
sonal interest in and responsibility for betterment and 
growth of Hospitat Procress. It will be what the As- 
sociation is. It can hardly fail to be a refl& of what 
the aggregate ambition, spirit, and zeal are that char- 
acterize the Catholic Hospital Association as a whole. 
Hence: 


2. There must be more studious reading of Hos- 
PITAL ProGress from month to month by all. There 
must be more discussion growing out of this reading and 
there must be more contribution of articles by members 
of the Association resulting from the mental activity 
aroused by the stimulation caused by what appears in 
Hospital Progress from month to month. There is so 
much being said and written today all over the continent 
in public and private; there are so many meetings, con- 
ventions, and conferences being held to discuss hospital 
problems; there are so many magazines printed dealing 
with medical, nursing, and hospital administration prob- 
lems; the medical profession, the nursing profession, 
hospital administrators and the public are gradually be- 
coming so well informed and so keenly aroused to hos- 
pital care of the sick, that we may be assured the coming 
year and the coming volume of Hosprrat Procress will 
be a reflex of this continent wide activity, either to its 
credit or discredit. ‘To its credit, if more hospitals as 
institutions or more doctors, Sisters, chaplains and 
nurses are stimulated to contribute to Hospital Progress 
their views and solutions regarding the problems and 
difficulties that arise from day to day in their hospital 
work. More keen thinking and discussion will almost 
surely result in clear and helpful writing on the affairs 
of hospital development and as this writing finds its 
way into the pages of Hosprrat Proeress there will be 
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more enlightened and better results reached and Hos- 
PITAL ProcrEess will reflect this advance. 


To its. discredit, if the hospital people—Sisters, 
fail to appreciate the 





doctors, chaplains and nurses 


‘awakened spirit in hospital life and hence do not read 


about, think about, talk about, and write about problems 
in their own hospitals or, doing this, fail to realize their 
obligation to help in a cause in which so many are labor- 
ing for the better things. Hence: 


3. There must be a greater spirit of unselfish co- 
operation on the part of hospital people, and a greater 
willingness to labor even at a heavy cost of time and 
energy, to enlighten and encourage and inspire fellow 
workers. Many hospitals, many Sisters, many nurses 
and some few chaplains and clergy have done more than 
their share but many more of all of these have not yet 
borne their part of the burden. We hope to see many 
names of new contributors in volume three—many new 
names of hospitals, doctors, Sisters, nurses and chap- 
lains—who will be aroused to so keen a sense of responsi- 
bility to a cause that no amount of work or worry will 
hinder them from contributing their might or mite 
towards the general information and helpful encourage- 
ment to the spiritual work of hospital betterment. 


5. There is need, if we are to progress, of larger 
membership in the Catholic Hospital Association. We 
need more hospital members and more individual mem- 
bers. Who should be more eager for this growth of new 
membership than the Sisters and the doctors and the 
chaplains and the nurses? If we were thinking only of 
the good we could accomplish for others, as well as for 
self, we would be zealous promoters of membership in 
the Catholic Hospital Association. We would not rest 
satisfied unless we did our share towards securing other 
members amongst the hospitals, amongst the doctors, 
nurses and clergy. 

5. We would not be satisfied with self unless we 
used all our influence to secure more advertisers for our 
magazine. How many Sisters Superior, how many doc- 
tors, yes, and even how many chaplains or nurses think 
it a part of their duty as members of the Catholic Hos- 
pital Association to increase its membership and to se- 
cure more advertisers? 

True, we do not need these from a financial point 
of view in order to go on as we are now, but there are 
many things to be accomplished in the future which will 
be aided by a larger membership. If, therefore, we are 
eager and ambitious for still better things, still stronger 
activities, if we are just filled with the real, unselfish 
zeal for progress, if we wish to see our third volume of 
Hospital Progress more and more true to its name, we 
will exert ourselves even more unselfishly in the future 
than we have in the past. Vivat! Crescat! Floreat! 
Let it live!—let it increase!—let it flourish !—HOS- 
PITAL PROGRESS! 











32 HOSPITAL PROGRESS 


Hospital Progress 


Editorial Board 


EXECUTIVE COMMITTEE: 
C. B. Moulinier, Milwaukee, Wis., Chairman. 
B. F. McGrath, M. D., Milwaukee, Wis., Secretary. 
Edward Evans, M. D., La Crosse, Wis. 
Frederick A. Stratton, M. D., Milwaukee, Wis. 
Edward L. Tuohy, M. D., Duluth, Minn. 
William C. Bruce, Milwaukee, Wis. 
ADVISORY AND CONTRIBUTING EDITORS: 
‘ Sister M. Camilla, St. Joseph’s Hospital, Chicago, Ill. 
Sister M. Cherubin, Mt. St. Mary’s Hospital, Niagara 
Falls, N. Y. 
Sister M. Concordia, St. Mary’s Infirmary, St. Louis, Mo. 
Sister M. De Pazzi, Mercy Hospital, Chicago, Ill 
Sister M. Genevieve, St. Elizabeth’s Hospital, Youngs- 
town, Ohio. 
Sister M. Innocent, Mercy Hospital, Pittsburgh, Pa. 
Sister M. Joseph, St. Mary’s Hospital, Rochester, Minn. 
“a M. Madeleine, St. Mary’s Hospital, Minneapolis, 
inn. 
Sister M. Magdalene, St. John’s Hospital, Springfield, Ill. 
Sister M. Marie, Huber Memorial Hospital, Pana, Ill. 
Irvin Abell, M. D., Louisville, Ky. 
J. Alexandre Saint-Pierre, M. D., Montreal, P. Q., Can. 
John T. Bottomly, M. D., Boston, Mass. 
Rev. Michael P. Bourke, Ann Arbor, Mich. 
Joseph Byrne, M. D., New York, N. Y. 
Edward T. Dillon, M. D., Los Angeles, Calif. 
Michael F. Fallon, M. D., Worcester, Mass. 
Rev. Peter P. Finney, C. M., Dallas, Tex. 
Rev. Edward F. Garesche, St. Louis, Mo. 
Rev. Maurice F. Griffin, Youngstown, Ohio. 
William C. MacCarty, M. D., Rochester, Minn. 
Hugh McKenna, M. D., Chicago, IIl. 
Rev. P. J. Mahan, Chicago, IIl. 
Charles L. Mix, M. D., Chicago, Ill. 
Edward L. Moorhead, M. D., Chicago, IIl. 
Austin O’Malley, M. D., Philadelphia, Pa. 
Eugene Saint-Jacques, M. D., Montreal, P. Q., Can. 
Rt. Rev. Joseph Schrembs, Toledo, Ohio. 
Horatio B. Sweetser, M. D., Minneapolis, Minn. 
James J. Walsh, M. D., New York, N. Y. 
Frank S. Wiley, M. D., Fond du Lac, Wis. 














DIETETICS—AN INTERESTING SUGGESTION. 
The following communication has interested us. 
We should like to have the Sisters send in their opinions 
of it. 
“Enclosed is an outline of a plan for advancing the 
Will 


please give your opinion as to its feasibility? I be- 


subject of dietetics in Catholic hospitals. you 
lieve this plan could be made to work out successfully. 
The Sisters are untiring in their efforts to help the sick ; 
the Catholic Hospital Association has done and is doing 
untold good; but, notwithstanding this, there are some 
Catholic hospitals still in the background as far as 
scientific diets are concerned. Many hospitals cannot 
afford a graduate dietitian year in and year out; and, 
again, many prefer to have one of their own Sisters do 
this work. I firmly believe that the latter arrangement 
is far the better one, provided that the Sister is equipped 
with the necessary knowledge. Many Sisters have ex- 
pressed a desire to have the dietary departments in all 
the hospitals of their community organized by a visit- 
ing dietitian, and that one Sister in the hospital be 
given sufficient instruction to enable her to carry on the 
work. The personal instruction given by the visiting 
dietitian could be supplemented by such knowledge and 
assistance as the Sister may be able to get in a Summer 


The length of time of instruction by the visit- 
The 
expense incurred by the hospital for such instruction 
would be repaid amply by the saving later of the ex- 


School. 
ing dietitian would be from three to six months. 


pense of a full-time graduate dietitian.” 
Plan. 

“Employment of full-time graduate dietitian by 
Catholic Hospital Association— 

A. Duties 

1. Development of a department in Hosprran 
ProGress to encourage greater interest in dietetics. 

2. Obtain material on dietetics, dieto-therapy, 
child feeding, kitchen equipment, ete., for this depart- 
ment. 

3. Answer questions regarding point 2, either 
through HospitaL Proeress or personal letters. 

4, Arrange with Catholic hospitals, not having a 
graduate dietitian, to enter their hospitals or com- 
munity, to organize their department, instruct one 
Sister in dietetics, and buying (if buying is to be one 
of her duties) sufficiently to enable her to take charge 
of the work. This Sister should attend summer school 
taking a dietetic course long enough, at least, to receive 
t. certificate. 

B. Valugof this arrangement to the Association— 

1. Assistance and encouragement to better the 
food problem in many hospitals. 

2. Place the dietary department on a level with 
other departments. 

3. Encourage scientific training in this line. 

C. Value of this arrangement to hospitals not employ- 
ing a graduate dietitian— 

1. Help solve many food problems. 

2. Advice from one who has had experience in all 
branches of dietetics. 

3. Give to the hospital the methods of balanced, 
menu-making methods of solving dieto-therapy prob- 
lems. 

1. Correct purchasing of foods — considering 
value and money. 

5. Financial benefit to hospital, because visiting 
dietitian is employed for a short period and a Sister 
is left with a good foundation on which to develop. 

6. Encouragement to medical men who feel the 
necessity of scientific diet treatment. 

The time required for this work in various hospi- 
tals would differ somewhat, depending upon the size of 
the institution, arrangement of diet kitchen, whetlier 
necessary to assist in purchase of new equipment, etc., 
and, to.a great extent, whether the Sister or person 
assigned to the department has had any work in either 
theory or practice.” 

Will the Sisters, please, give this subject careful 
consideration and send discussions of it to the editorial 
office of Hosprrat Proeress, that is, to the office of the 
Catholic Hospital Association ? 

B. F. M. 











WE SHOULD ALL BE STUDENTS OF HISTORY. 
On page 413 of the November number of HosprraL 


PRoGREss you will find ten minutes of delightful reading 
— “Thoughts for Sisters—By A Hospital Sister.” The 
title might indicate that the rest of us were not included 
in this appeal. Read the article and judge for your- 
selves. The same innate self effacement that induces 
the Orders to modestly suppress individual exploitation, 
even in acknowledging authorship, has induced this 
careful writer to appeal directly only to her own asso- 
ciates. 

The appeal is there just the same, and it should not 
go unheeded. ‘We pride ourselves greatly on what we 
consider to be superior acquisitions: the farmer with a 
new automobile; the city with a new park; the political 
agitator with a new idea; the hospital with a new 
building or addition. But, what about a basic analysis 
of our motives and their harmony with the elemental 
principles of justice, morality and Godliness, not to 
mention the immediate virtues of expediency, efficiency 
or economy? The farmer’s auto may send his boy, who 
should stay in agriculture, directly away from the farm 
entirely; the city park may become 3 public nuisance 
for lack of supervision and control; the political agita- 
tor has a new idea to him, but any student of history can 
easily recognize an old enemy to civilization; the hos- 
pital may plume itself on its superb equipment and 
actually retrogress, because it fossilizes through shutting 
out youth and enthusiasm, or becomes popularized by 
worship of precedence. 

We should have more such “Thoughts” from the 
Sisters in the hospitals. This Sister writes anonymousiy 
and it is well that she does. She is simply offering the 
spirit of the community in which she lives and works, 
and in a broader sense her own community heralds the 
spirit of the diverse and widely separated communities 
throughout the land. She is not the only one chat has 
read history intelligently, or who, with a clean heart. 
looks out on life without the grotesque distortion that 
follows a shutting out of the light through base or 
selfish motives. This is your journal, Sisters. We all 
need your guidance and criticisms. You are spared the 
necessity of wasting a lot of time on useless worldly 
activities. This opportunity compounded in years of 
careful reading and contemplation gives you the mate- 
rial in abundance. This is an invitation as well as a 
commend, 

EF. L. T. 
A BI-LINGUAL PROBLEM. 

Upon a recent visit to Montreal, the writer was par- 
ticularly struck by the forward-looking attitude of the 
French-Canadian doctors there and their interest in the 
work of the Catholic Hospital Association. His atten- 
tion was also arrested by the opinions of the superintend- 
ent of one of the leading non-Catholic English-speaking 
hospitals regarding the work of the surgeons in the 
French-speaking institutions. 

This particular superintendent was enthusiastic 
about the progressive spirit of these men speaking a 
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SISA ASi kis isisisislslalsisisials. 


CHRISTMAS AND NEW YEAR’S GREETING. 


“Ring out the Old, Ring in the New.” As the years, 
months, and moments pass we float on into the unchar- 
tered seas of new and seemingly boundless time. Our 
onward drift is unavoidable. We get older in spite of 
ourselves as we pass on into the new year, the new days 
and months that are beyond. This is true, inescapably 
true, of all the physical trappings of our being. Hair gets 
gray, wrinkles come, and the spring of youth fades from 
our movements. We grow old with the oncoming of new 
time. This is true of all about us and within us that is 
perishable. 

But we are not perishable in all our being. We have 
a soul—a mind, a will, a conscience—that moves on 
through changing time and place and circumstance, un- 
affected by the decay and ravages wrought all about us 
by the gnawing tooth of time. Our better and imperish- 
able self moves on through the old lapsing years, ever 
strong and new in its spirit life. This is true of the 
individual, but it is most refreshingly true of a Religious 
Community. 

In the midst of all the decay that comes with passing 
years, surrounded by all the noise and glitter and rush of 
the boisterous, changing world, a calm soul, a clear mind, 
and a dauntless character moves steadily on from the 
old to the new—from truth to truth, from goodness to 
goodness, from what is right to what is more right. There 
is ever an onward movement in the spirit life of the in- 
dividual and of Communities, towards a deeper and surer 
realization of the meaning and worth of life, provided 
the charting of the ways has been done by ONE WHO 
KNOWS. 

The Babe of Bethlehem is the One who knows, in 
His poverty and humility and obedience: the Child pre- 
sented in the temple, in His suffering and subjection; the 
Boy disputing with the doctors in the synagogue, in His 
wisdom and strength. The young Son of the carpenter 
of Nazareth, in His toil and in His obscurity; the Idol of 
the people, in His philanthropic service to all; the con- 
demned Victim of hate and envy before Herod and hang- 
ing on the Cross, in His suffering and death, has taught the 
secrets of life and brought salvation to all who are willing 
to walk from the false into the true, from the wrong into 
the right. from the temporal into the eternal ways of 
living. His teachings give peace and joy and real delight 
to life for all who tread His paths. 

A Thrice Merry Christmas and Happy New Year to 
all Our Hospital Folk! ! ! 

—C. B. M. 
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different tongue and their willingness to cooperate with 
him. To an American this attitude may seem only 
natural. To a Canadian, it marks a step in advance. 
Only a person living in a bi-lingual province can meas- 
ure the depth that separates the psychology of two races. 
The Englishman on the one hand feels that nothing that 
This 
assumption of superiority, openly declared, has been too 
widely accepted as fact, largely because English is the 
language of an entire continent and a statement often 


the Frenchman does is comparable to his work. 


enough and widely enough repeated soon passes for true. 
The Frenchman, on the other hand, has entrenched 
himself in his isolation all to frequently, has been too 
sensitive toward criticism, loyal to old traditions and 
slow to change them even where circumstances war- 
ranted. 

Because modern sanitation, school nursing, child 
welfare work, have entered the Province so often through 
agencies hostile to the French Canadian, or which he 
feels are hostile, he has sometimes been prone to reject 









34 HOSPITAL PROGRESS 


them. Watchful of his independence, and preferring 
spiritual to material progress, he is keen to withstand 
any attack on his nationality which would seem to im- 
pair his liberty and his status as a French Canadian. 


Greater than being a French Canadian, however, 
as he realizes, is his duty as a son of the Church. It is 
here that the Catholic Hospital Association can do so 
much. By bringing to him under the auspices of the 
Church the lessons modern science has taught us, he 
not only will be helped in a material way himself but 
will help in his turn, by his example, to spread the 
knowledge of Christ’s gospel. “To heal the sick” means 
literally to heal them with every right means that science 
and faith combined can offer. 


With such enthusiasm as I met in Montreal, and a 
growing tendency to cooperation between French and 
English speaking members of the same profession, much 
should be done to clear up the erroneous idea that the 
French-Canadian is. not interested in good hospitals, 
well-trained nurses and high standards of health. 


In fact, one of the most comprehensive schemes I 
know of for a well-organized nursing school under the 
direction of a university, using in this connection the 
various institutions of the city in question, such as 
general hospitals, tuberculosis sanitarium, a children’s 
hospital, maternity hospital, home for the aged and in- 
sane hospital, was outlined to me by a French-Canadian 

E. E. 
TRAINING SCHOOLS FOR NURSES. 

Although the Minimum Standard of the American 
College of Surgeons has taken no direct account of the 
nursing school problems, it has indirectly given a strong 
impetus to better nursing. This has been an inevitable 
sequence of staff conferences, scrutiny of records, and 
strong emphasis on adequate laboratory service. With 
an aroused conscience for more systematized cooperation 
in the care of the sick, it was inevitable that everybody 
concerned with the work of the hospital should be 
aroused to greater care in individual effort and in the 
combined result of the whole institution’s achievement. 

Our hospitals today are taking very much better 
care of their patients than they did three or five or seven 
years ago. This is largely due to the organized efforts 
of several national associations, each perhaps with its 
own point of view and motive but all actuated by the 
high purpose of bringing about a better care of patients, 
a more thoughtfully planned and unified grade of serv- 
ice. 


doctor. 


Standardization naturally leads to uniformity; it 
may lead to mediocrity but, if reasonable and properly 
understood, especially in the case of administering so 
complex and individual a thing as medical knowledge 
and skill, it should lead to an ever growing betterment 
of service, while each individual and each institution 
should preserve the highest degree of initiative and 
freedom compatible with an ever growing and ever 
reasonable uniformity of plan, method, procedure and 
technique. 


It is just this gradual and common-sense uniform- 
ity in staff organization, in records, in laboratory rou- 
tine, and in nursing service technique which is becoming 
an outstandng feature of the efforts of all—doctors, 
nurses, administrators and trustees—in the hospitals of 
our continent, and which gives evidence of real progress 
in the hospital care of the sick. Everybody is thinking 
of betterment; everybody is working for betterment. 
And much of this betterment is coming from uniformity 
because it is a uniformity that is free from mechanical 
exactness or autocratic dictation. It is a uniformity 
that grows out of an ideal of service, free and growing 
as is the truth of the natural sciences. 


It is under the inspiration of the spirit of progress 
that the schools of nursing in hospitals are becoming 
more and more unified and efficient in their training. It 
is gratifying to note how eager Sister superintendents of 
nurses are planning and working towards a helpful and 
higher efficiency in the training of nurses. Hence, it is 
with great satisfaction that I draw the attention of all 
the superintendents of nursing schools to an effort by a 
Sister of St. Mary’s Hospital, Milwaukee, Wisconsin, to 
aid in all hospitals towards greater uniformity and 
accuracy in the training of nurses. The “Marillac 
Guide” has been compiled by this Sister and is now being 
printed in a large edition which can be purchased for 
twelve dollars a hundred. Though incapable of pro- 
nouncing as to the technical accuracy of this little book I 
cannot help seeing in it another indication of the ability, 
zeal and cooperative spirit of the Catholic Sisterhoods for 
a reasonable uniformity and ever increasing excellence 
in their hospital work. This little book has already been 
received with real enthusiasm by Sisters and nurses in 
all sections of the country. It has shown itself to be a 
great stimulus to the pupils of training schools to become 
more and more studious and exact in their work and it 
encourages in the pupil nurse an ambition and a pride to 
make her charts more and more accurate and reliable.’ 


It is intelligent and laborious efforts like this of a 
Sister of Charity which should give the inspiration to 


4I quote from the letter of the Sister: “Thanks to the considera- 
tion and courtesy of the printers, the type remains set and may be 
changed to accommodate the order of each hospital, giving us the ad- 
vantage of established uniformity of principle and still allowing each 
hospital to maintain its details, thereby preserving the individuality of 
our institutions. . . . Criticism and suggestions are encouraged. Sam- 
ples are sent on request. Apply to 448 Lake Drive, Milwaukee, Wis- 
consin. 

It may not be amiss to add here that the Community of the 
Daughters of Charity of St. Vincent de Paul, since its organization in 
1633, has made a special study of the best manner of conducting Train- 
ing Schools. Each generation of Sisters has taken up the work where 
the preceding left off, in order to perfect the development of training 
the Nurse. 

From the archives of the Community, we learn that its very be- 
ginning was on the principles of the present Training School. Its holy 
founder, St. Vincent de Paul, the world’s greatest philanthropist, 
moved to compassion at the sight of the sufferings of the sick poor, 
who were in many cases neglected and deprived of even the necessaries 
of life, was inspired to organize an association in order to relieve their 
urgent needs. He accepted the services of young women who offered 
themselves for this purpose, and placed them under the direction of the 
Blessed Louise de Marellac (Foundress of the Community), who trained 
them in thd care and treatment of the sick. She then sent them 
wherever their help was n 

Marguerite Naseau, who had devoted her youth to teaching children, 
was the first of this noble band of trained nurses who devoted them- 
selves to the care of the sick in the congested quarters of Paris and 
elsewhere. She died a devoted Sister of Charity, at the age of sixteen 
a victim of the plague which she contracted from a poor woman, whom 
she nursed back to life. All honor to her memory and to her noble 
work, and may she find many emulators in these modern times, when 
intelligent and devoted service are needed to relieve suffering humanity 
and prolong human life. 
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our Sisters’ hospitals, at least, for united effort in mak- 
ing our training schools lead in the spirit of progress 
which is the slogan of the Carmottc Hosprrat Assocta- 
rion. ‘Taken in conjunction with all the other work that 
is going on for better hospitals this “Marillac Guide” 
has a significance all its own. The Community of the 
Sisters of Charity of St. Vincent de Paul is, I believe, 
the oldest nursing Sisterhood of the Church in the 
United States. It has traditions and customs that are 
old and strong and conservative, yet where there is 
question of real, sure, practical hospital progress these 
good Sisters, true to the inspiration of their founder and 
of the Church, sooner or later, put themselves in the 


vanguard of progress. God bless them! 
C. B. M. 


WESTERN CANADA CONFERENCE. 

The Western Canada Conference of Catholic hospitals 
was organized at the St. Paul Convention this year, and 
on Noy. 2nd and 3rd held its first meeting in the Grey 
Nuns’ Hospital, Regina, Sask. 

During this same week the Saskatchewan Nurses’ 
Association, the Western Canada Hospital Association, 
and the Saskatchewan Hospital Association held their 
annual conventions in Regina; and as many of the Sister’s 
hospitals belong to one or other, and some to all, of these 
associations, it was deemed advisable to hold ours at the 
same time and place. 

Almost all the Catholic hospitals of the three Western 
Provinces sent representatives. On the first day Mr. 
Sylvester Curtin of the Regina bar gave an interesting 
address on “The Hospital Before the Law,” and at its 
close very kindly answered many questions put by the 
Sisters. The remainder of the time was taken up with the 
study of the Constitutions which were adopted clause by 
clause. 

On the second day Dr. M. M. Seymour, commissioner 
of public health for Saskatchewan, addressed the Sisters, 
as did also Dr. M. T. MacEachern, superintendent of the 
Vancouver General Hospital. Then followed a most in- 
teresting and instructive round table conference. 

The following is a list of the officers of the Western 
Canada Conference: 

President—Mother Allaire, Provincial of the Grey 
Nuns, St. Boniface, Man. 

1st Vice-President—Sister M. Eulalia, Providence 
Hospital, Moose Jaw, Sask. 

2nd Vice-President—Sister M. de Jesus, Misericordia 
Hospital, Winnipeg, Man. 

3rd Vice-President—Sister St. Jean, St. Boniface 
Hospital, St. Boniface, Man. 

See’y-Treas.—Sister Duckett, Holy Cross Hospital, 
Calgary, Alta. 

Executive Committee—Sister Veronica, Holy Family 
Hospital, Prince Albert, Sask.; Sister Casey, Grey Nuns’ 
Hospital, Edmonton, Alta.; Sister Bertrand, Notre Dame 
Hospital, North Battleford, Sask.; Sister M. Francois, 
General Hospital, Vegreville, Alta.; Sister Mayer, Grey 
Nuns’ Hospital, Saskatoon, Sask. 


CATHOLIC HOSPITALS (GENERAL) OF 100 OR 
MORE BEDS IN THE UNITED STATES AND 
CANADA WHICH MEET THE MINIMUM 
STANDARD OF THE AMERICAN 
COLLEGE OF SURGEONS. 

Alabama. 

Mobile City Hospital, Mobile. 
Arkansas. 
St. Vincent’s Hospital, Little Rock. 
California. 
Mary’s Help Hospital, San Francisco. 
*O’Connor Sanitarium, San Jose. 
*Providence Hospital, Oakland. 
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St. Joseph’s Hospital, San Francisco. 
St. Joseph’s Sanitarium, San Diego. 
St. Mary’s Hospital, San Francisco. 
St. Vincent’s Hospital, Los Angeles. 
Colorado. 


Glockner Sanatorium and Hospital, Colorado Springs. 


*Mercy Hospital, Denver. 
*St. Anthony’s Hospital, Denver. 
*St. Francis Hospital, Colorado Springs. 
*St. Mary’s Hospital, Pueblo. 
Connecticut. 
St. Francis Hospital, Hartford. 
St. Mary’s Hospital, Waterbury. 
St. Vincent’s Hospital, Bridgeport. 
District of Columbia. 
Georgetown University Hospital, Washington. 
Providence Hospital, Washington. 
Idaho. 
St. Alphonsus Hospital, Boise. 
Illinois. 
Alexian Brothers’ Hospital, Chicago. 
Columbus Hospital, Chicago. 
Mercy Hospital, Chicago. 
St. Anne’s Hospital, Chicago. 
St. Bernard’s Hospital, Chicago. 
*St. Elizabeth’s Hospital, Chicago. 
*St. Elizabeth’s Hospital, Danville. 
St. Francis Hospital, Blue Island. 
*St. Francis Hospital, Evanston. 
*St. Francis Hospital, Peoria. 
St. Joseph’s Hospital, Chicago. 
*St. Mary’s Hospital, Cairo. 
*St. Mary’s Hospital, East St. Louis. 
St. Mary’s Hospital, La Salle. 
St. Mary of Nazareth Hospital, Chicago. 
*St. Vincent’s Hospital, Belleville. 
Indiana. 
St. Anthony’s Hospital, Terra Haute. 
St. Elizabeth’s Hospital, La Fayette. 
St. Joseph’s Hospital, Fort Wayne. 
St. Margaret’s Hospital, Hammond. 
St. Mary’s Hospital, Evansville. 
St. Mary’s Mercy Hospital, Gary. 
St. Vincent’s Hospital, Indianapolis. 
Iowa. 
Mercy Hospital, Council Bluffs. 
Mercy Hospital, Davenport. 
*Mercy Hospital, Des Moines. 
St. Francis Hospital, Waterloo. 
St. Joseph’s Mercy Hospital, Dubuque. 
St. Joseph’s Mercy Hospital, Sioux City. 
St. Vincent’s Hospital, Sioux City. 
Kansas. 
St. Francis Hospital, Wichita. 
St. Margaret’s Hospital, Kansas City. 
Kentucky. 
St. Anthony’s Hospital, Louisville. 
*St. Elizabeth’s Hospital, Covington. 
Sts. Elizabeth and Mary Hospital, Louisville. 
St. Joseph’s Hospital, Lexington. 
St. Joseph’s Infirmary, Louisville. 


Louisiana. 
Charity Hospital, New Orleans. 
*Hotel Dieu, New Orleans. 
St. Francis Hospital, Monroe. 
T. E. Schumpert Memorial Hospital, Shreveport. 


Maine. 
*St. Mary’s General Hospital, Lewiston. 
Maryland. 
Mercy Hospital, Baltimore. 
St. Agnes’ Hospital, Baltimore. 
St. Joseph’s Hospital, Baltimore. 
Massachusetts. 
Carney Hospital, Boston. 
Mercy Hospital, Springfield. 
Providence Hospital, Holyoke. 
St. Elizabeth’s Hospital, Boston. 
St. John’s Hospital, Lowell. 
St. Vincent’s Hospital, Worcester. 
Michigan. 
House of Providence, Detroit. 
St. Joseph’s Hospital, Ann Arbor. 
St. Mary’s Hospital, Grand Rapids. 
St. Mary’s Hospital, Detroit. 


(Concluded in next issue) 
























TRAINING SCHOOL FOR NURSES, NOTRE DAME 
HOSPITAL, MANCHESTER, NEW HAMPSHIRE. 


The Training School for nurses of this hospital was 
established in 1911 with four pupil nurses as a nucleus. 
Many difficulties confronted the hospital authorities at 
the start. 

The hospital had been in existence for some twelve 
years previous to the establishment of the training school. 
During this period all of the nursing was done by the Grey 
Nuns who were most energetic and painstaking. As time 
went by the number of patients to be cared for grew and 
the duties had become too arduous for a hand full of Sis- 
ters to continue. The time for help had come and so the 
task of starting a training school was undertaken. 

At first the few pupil nurses were of little assistance. 
It was much like placing a daughter at the elbow of her 
mother in the pantry where she was to take her first les- 
sons in cooking. However, as time passed these few young 
women began to assume responsibility and in time really 
became of material assistanec. Rev. Sister Gagne who 
had assumed the role of Superintendent of the training 
school was a worker. She knew what it meant to the hos- 
pital if a good training school could be firmly established. 
No more energetic worker or conscientious observer could 
have been selected. Sister Gagne went about her task 
with a firm will to succeed. Night and day she worked 














DEPARTMENT OF KITCHEN, NOTRE DAME HOSPITAL, 
MANCHESTER, N. H. 














PRIVATE DOUBLE ROOM, NOTRE DAME HOSPITAL, 
MANCHESTER, N. H. 


with the first class of pupils and at the end of the first 
year found that she had developed young women that were 
real helpers. 

When the setond entering class came in Sister Gagne 
had two or three second-year pupil nurses who could assist 
her in getting the freshmen into line. A second and third 
year passed and the number in the training school grew. 
Things began to look rather encouraging. A proper cur- 
riculum had been formulated and daily classwork was sys- 
tematically conducted. As the number of patients was 
daily increasing, the duties became stupendous. Some- 
thing must be done and Sister Gagne knew what was 
needed and how to meet the need. 

Additional Sisters were sent from the mother house. 
A reorganization took place and the hospital! was divided 
into departments. At the head of each department was 
placed a Sister who had been especially selected. Each 
departmental head was given a certain number of pupil 
nurses and by pertinent suggestions from Sister Gagne 
and her endless personal assistance the wheels of the new 
machinery became well greased. 

About this time legislation was enacted by which 
nursing in New Hampshire was based upon a classified 
standard. Immediately Sister Gagne realized the iim- 
portance of this legislation and she was the first from the 
hospital to qualify under the new act and be registered ac- 
cording to the law. Subsequently each of the depart- 
mental heads did likewise and ere another two years had 
passed, the training school had all of its Sisters properly 
fegistered under the law. It should be known that these 
Sisters took no easy advantage of the law. They put 
their shoulders to the wheel, went to Concord, took the 
required examinat’ons and all passed. 

The first class graduated from the training school im- 
mediately went to Concord. passed examinations and reg- 
istered. The story is easily told but the work done has 
been arduous. The training school has grown and the 
number of graduates increased each year. All these ac- 
complishments have been realized through a human 
dynamo, Sister Gagne. She has not been content with 

















office. On the contrary she has gone into other fields and 
is now a graduate of the Farmer School of Cooking and 
Dietary and of a Boston School of massage. Progress has 
been her watch word and faithfulness her spirit. About 
her has centered the activities of the training school with 
the fullest support of the Sister Superiors and the mem- 
bers of the staff. 

Today the training school numbers 26 pupils. Gradu- 
ates have gone out into numerous fields and they have 
made good. Not one instance is recorded of any graduate 
failing. Many are doing private nursing, others are in 
social service work, textile and industrial, health activities, 
public health service, health board work, infant aid ser- 
vice, district nursing, ete. 

The Notre Dame Hospital Training School for nurses 
today offers to young women a real practical and theoret- 
ical training in the fundamentals of true nursing which 
is not excelled in the State. 

The curriculum of study is given here together with a 
resume of the prospectus. The high type of graduates 
from this school is a proper encouragement for others to 
follow in their footsteps. A well organized alumni asso- 
ciation has been formed and does much to assist in the 
work. 

Years of hard work with the superintendent as a 
nucleus has been accomplished. Much is in store for the 
future and the watchwords is “Progress ever Prevails.” 


NOTRE DAME HOSPITAL TRAINING SCHOOL 
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PRESENT STUDENT BODY, NOTRE DAME HOSPITAL, MANCHESTER, 








N. H. 


GENERAL RULES. 

1. Hospital Notre Dame de Lourdes gives three 
years’ training to women desirous of becoming Profes- 
sional Nurses. Those wishing to obtain this course of in- 
struction must apply personally, or by letter, to the Sis- 
ter Superior, on whose approval they will be received for 
three months on probation. 

2. The applicant should not be under twenty-one nor 
over thirty-five years of age, of good physique and sound 
in health, having a certificate from a physician testifying 
to this fact, and a recommendation from a clergyman as 
to her character. It is necessary that a candidate for the 
school should have acquired a good English education and 
possess ability to undertake the course. High school gradu- 
ates are preferred. 

3. During the probationary time candidates will be 
lodged and boarded at the expense of the hospital, but will 
receive no other compensation. 

4. When coming to the hospital, candidates for proba- 
tion to the Training School will bring with them three 
washable plain blue gingham dresses, made plainly, six 
large white aprons with a two-inch band and three-inch 
hem, six bath towels and face cloths, a bag for soiled 
clothes, a goodly supply of underclothing, all to be marked 
with the owner’s full name, a bottle of indelible ink, a 
watch and a fountain pen. Twenty pieces are allowed 
for the laundry each week. They shall wear comfortable 
shoes with rubber heels, no jewelry except a watch and a 
simple pin, and are expected to keep themselves neat and 
clean, paying special attention to their personal appear- 
ance in order that they may be pleasing to the patients. 
If their teeth are out of order they should be attended to 
before coming to the hospital. 

5. At the end of the trial months, if in the matter of 
health, general education, personal qualifications and na- 
tural aptitude for the work of a nurse they shall prove 
satisfactory to the Directress of the Training School and 
Sister Superior, they shall be appointed for enrollment as 
pupil nurses for three years. When accepted, each pupil 
will signify her acceptance by signing an agreement to 
complete the course of three years and to conform to the 
eo of the hospital. 

The connection of a pupil with the school may be 
erestnated at any time for inefficiency, mis-conduct, or a 
generally unsatisfactory record. A resignation may be 
refused and dismissal given at the discretion of the Direct- 
ress of the Training School and Sister Superior. 

7. No wages are intended, as it is considered that 
the education given, is equivalent to the services rendered 
by the pupil, but to defray personal expenses, to procure 
uniforms. textbooks, etc., the Institution has decided 
to give $5.00 monthly during the first year, and $8.00 
monthly during the remainder of the course. 

8. The pupil nurses will be required to wear the 
uniform adopted by the school, and will consist of three 
dresses, six aprons, six collars, six pairs of cuffs and 
three caps. 

9. Day nurses are on duty from 7 a. m. to 7 p. m. 
Night nurses from 7 p. m. to 7 a. m. They are allowed 
one hour off each day, one-half day each week after 
2 p. m., and four hours on Sunday. Two weeks’ vacation 
are allowed each year. All pupils are expected to be 












38 


in the hospital by 9.30 p.m. They must retire with lights 
all out by 10 p. m. 

10. Pupils are admitted January, April, July and 
September 1. 

Course of Instruction. 

11. The course of instruction for pupil nurses includes 
practical training in general and special medical and 
surgical nursing. Particular stress is put upon the treat- 
ment of the diseases of children, a special ward having 
been set aside for this purpose. The required number of 
obstetrical cases are furnished each pupil before gradua- 
tion. They are taught to take care of rooms, wards and 
bathrooms, keep all utensils perfectly clean and disinfected. 
They will act as assistants in rooms, wards, operating 
rooms and other departments, and will do the general 
nursing required in the hospital under the instruction of 
the Directress. 

12. Frequent lectures and instructions will be given by 
the physicians of the hospital staff, also weekly recitations 
and demonstrations from manuals and textbooks adopted 
by the school. 

13. A pupil nurse who will have completed the full 
term of. three years and attained an average of seventy-five 
per cent at the final examination and is satisfactory in 
her practical work, shall receive a diploma signed by the 
president, vice-president and secretary of the faculty, the 
Sister Superior of the hospital, the Directress of the 
training school, and shall be enrolled as a graduate of 
the school. Any pupil nurse failing to receive an average 
of seventy-five per cent shall be required to pass the 
next examination before receiving her diploma, or being 
enrolled as a graduate of the school. 

General Rules for Nurses. 

14. Day nurses will breakfast at 6.50 a. m. and report 
to Sister in charge of floor at 7.10 a. m. Dinner for 
day nurses will be served at 11 a. m. and 12 m., supper 
at 5 and 5.30 p. m. Nurses must be on time for meals. 
They are not to loiter in the dining-room longer than 
is necessary, but promptly retire to their respective floors. 

15. Nurses are always to stand in the presence of 
superior, while receiving orders from head nurse, when 
a clergyman, physician or Sister enters the room, and 
remain standing until they bid her be seated. 

16. Nurses are to be in their respective halls and 
wards promptly at the time appointed, scrupulously neat 
in person and clothing. Jewelry, fancy hair combs, rib- 
bons and flowers are not allowed to be worn when on 
duty. 
17. Nurses may not visit patients without permission. 
Familiar conversation or conversation about dfseases, 
operations or kindred topics, is never allowed between 
nurses and patients; it is decidedly unprofessional and 
a great breach of confidence. They are to consider the 
affairs of the Training School, hospital and patients as 
entirely confidential, and to regard as private everything 
pertaining to their work. They are not to accept presents 
or invitations from those they meet in a professional way, 
without the approval of the Directress of the Training 
School. It shall be the duty of the nurses to give individ- 
ual attention to their patients. They shall not attempt 
to discipline patients, but shall treat them kindly and 
respectfully. Gentleness and politeness towards all per- 
sons in the building are strictly enjoined. | 

18. Nurses are required to speak in a low tone of 
voice in halls and on stairways. They must be careful 
not to slam doors. They are to have no conversation 
with one another while on duty except on matters pertain- 
ing to their work. They are not to leave the floor or 
ward while on duty, unless sent by the Sister in charge 
or by her permission. They are not to congregate in 
halls, diet kitchens, dressing-rooms or bathrooms for the 
purpose of conversation. The nurses must observe great 
care in the preservation of hospital property and to prac- 
tice strict economy in the use of all supplies. If a nurse 
should break any article she shall report it at once and 
replace it as soon as possible. . 

19. Nurses are to receive orders and directions from 
doctors through the Sister in charge of floor, and reports 
concerning patients may be given through her only. 
Nurses shall not take verbal orders from the doctors. 

20. Nurses may receive their friends when off duty, 
but always in the reception room. They are not to leave 
ward or floor while on duty to visit a friend, unless 
permitted by the Directress. Nurses wishing to take 
visitors through the hospital must-also have her permis- 
sion. They are never to introduce visitors to patients. 
Nurses are not allowed to go to the telephone while on 
duty; all messages, however, will be delivered to them 


from the office. 
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21. Nurses, when ill, report at once to the Directress 
of Training School and with her permission consult a 
physician. They are not to take medicine from the drug 
room without a written order, and under no consideration 
may they prescribe drugs for themselves. In illness the 
nurses are cared for gratuitously in the ward, but pay 
is stopped. Time lost through illness, absence, or vacation 
over the two weeks allowed must be made up. 

22. Catholic nurses will attend mass on Sundays and 
holy days of obligation, and receive Holy Communion at 
least once a month. Those of other denominations are 
expected to attend their respective churches, 

23. Before going on duty each nurse must make 

her own bed, dust and put her room in order. No eatables 
are to be kept in the rooms. All boxes and clothing must 
be placed in closets provided for that purpore. The nurses 
are under the supervision of the Directress of the Training 
School in their rooms as well as in the hospital. When 
obliged on account of illness to be off duty they must not 
leave their rooms or return to their hospital duties without 
her permission. 

Rules for Night Nurses. 

24. Night nurses will go on and off duty at the 
appointed time. Their dinner will be served at 5 p. m. 
They shall report to Sister in charge of floor at 7 p. m. 
Night nurses will breakfast at 7.30 a.m. Before leaving 
the floor in the morning they will see that all vessels, 
urinals and bedpans are emptied and properly cleansed, 
beds tidied, faces and hands of patients washed, in order 
that they may be ready for breakfast when brought by the 
day nurse. 

25. Night nurses will retire at 9 a. m. unless permis- 
sion be given to remain up for a longer time. They may 
rise at 4 p. m., but will not be called before that time 
unless for some very urgent reason. 

26. Night nurses are especially cautioned not to allow 
gas or electric light to be wasted while on duty. They are 
not allowed to call the Interns without permission of the 
Sister in charge. 

27. Night nurses will not prepare nor serve luncheon 
for others than nurses who are on duty unless ordered to 
do so by the Sister in charge. All dishes and glasses must 
be washed and put in their proper places. Diet kitchens 
and pantries should be in order before night nurses leave 
the floor. All rules governing day nurses shall be observed 
by the night nurses. 


TRAINING SCHOOL CURRICULUM OF ST. 
JOSEPH’S HOSPITAL, LEWISTOWN, MONT. 


St. Joseph’s Hospital, Lewistown, Mont., announces 
that it is accepting young women candidates for the train- 
ing school who have completed three years of high school 
work. The students are on probation for two months, dur- 
ing which time they receive two hours of instruction daily, 
under the superintendent. Of this time, one hour is de- 
voted to demonstration work afd one hour to class recita- 
tion in nursing procedure and hospital ethics. The stu- 
dent nurses work under the eight-hour plan which has 
recently been adopted by the hospital. The-.curriculum 
which covers three years’ work, divided into semesters, is 
as follows: 

FIRST YEAR’S COURSE. 
First Semester. 

Class in nursing procedure to be continued by super- 
intendent. 

Lectures by physicians twice a week. 

1. Subjects, anatomy and physiology, 32 hours. 

2. Hygiene and bacteriology, 16 hours. 

Second Semester. 

Continuous First Semester. 

Nursing procedure, 32 hours (2 hour periods). 
Anatomy and physiology, 16 hours. 
Materia medica, 16 hours. 
Massage, 8 hours. 
Nursing ethics, 8 hours. 

SECOND YEAR. 

First Semester. 
Medical diseases, 24 hours. 
Materia medica and therapeutics, 16 hours. 
Dietetics (2 hour periods), 32 hours. 
History of nursing, 8 hours. 

Second Semester. 
Surgical diseases, 16 hours. 
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Operating room technique, 8 hours. 
Communicable diseases, 16 hours. 
Obstetrical nursing, 16 hours. 
Genecological nursing, 8 hours. 


THIRD YEAR. 


First Semester. 
Pediatrics, 16 hours. 
Orthopedics, 8 hours. 
Laboratory technique, 8 hours. 
Eye, ear, nose and throat, 8 hours. 
Mental and nervous diseases, 16 hours. 
Second Semester. 
Public sanitation, 8 hours. 
Social and professional subjects, 
Anesthetics, chemistry, 8 hours. 
. General review of course, 8 hours. 

St. Joseph’s Hospital Training School awarded 
diplomas to the first four students (four Sisters) on May 
31st. The graduates took the state board examinations 
in June and received their certificates of registration. 


MERCY HOSPITAL TRAINING SCHOOL 
GRADUATES CLASS. 

Graduation exercises for the 1921 Class, Mercy Hos- 
pital Training School, Denver, Colo., were held October 27, 
in the Hospital Chapel and Assembly Hall, Nurses’ Home. 
Rt. Rev. J. Henry Tihen, D.D., Bishop of Denver, gave the 
principal address to the graduates. George A. Moleen, 
M. D., staff president, also gave an address. Twenty-one 
nurses received diplomas from the Rt. Rev. Bishop, and 
the Class took the Nightingale Pledge. A reception fol- 
lowed the exercises, with a musical and literary program. 

A Hallowe’en fancy dress party, at which the 1921 
Class and the pupils of the Training School, Mercy Hos- 
pital, Denver, were the guests of the Mercy Hospital 
Alumnae Association, took place in the Assembly Hall. 
Nurses’ Home. Prizes were awarded to the best dressed 
and the most comic. An enjoyable time was had by all. 

The senior nurses of the School entertained the Class 
of 1921 at a theatre party and luncheon, November 3rd. 
Dr. and Mrs. Harry C. Brown chaperoned the party. 


24 hours. 


N. D. 


HOSPITALS OF SAN FRANCISCO PARTICIPATE 
ON ARMISTICE DAY. 


The several schools of nursing at San Francisco, 
California, were well represented at a unique and impres- 
sive ceremony held in the Civic Auditorium on Armistice 
Day, November 11, 1921. The Training School of Mary’s 
Help Hospital sent a number of nurses who attended in 
uniform. 

The national ceremony which took place at high noon, 
made it necessary to begin the local exercises at 8:30 A. 
M. These consisted of an address by the Mayor and selec- 
tions by the military and naval bands, and the Municipal 
Organ. At the hour of the Washington ceremonies, 
thousands stood with bowed heads. The stillness was 
most impressive as the city joined the nation in sympathy 
and commemoration of the hero dead. 

President Harding, Marshal Foch, General Diaz and 
emissaries from other allied countries who spoke, were 
distinctly heard by means of the amplifier. 


Most Rev. Edward J. Hanna, archbishop of San Fran- 
cisco, granted the privilege of exposition of the blessed 
sacrament to the churches and chapels and urged the 
people to earnest prayer for all nations and especially our 
own, that our country might be preserved in the perma- 
— peace for which our hero dead made the great sacri- 

ce. 





Lectures for Senior Nurses. The nursing schools of 
Pittsburgh are offering a course of group lectures for 
senior students this fall. The course which comprises 
lectures in public health, tuberculosis, sanitation, and 
other allied subjects, is directed by Miss Elizabeth Cannon 
of Pittsburgh University. The lectures are given at three 
of the large cooperating hospitals and each group of 
nurses goes to the hospital assigned them. 


Alumnae Meeting. The Alumnae Association of 
Mercy Hospital, Pittsburgh, held its regular meeting at 
the Nurses’ Home, on September 29th. Sister M. Placede 
and Miss Helen Pauline were appointed as delegates to 
the State Convention to be held November 8-11, at York, 

‘a. 











ACCIDENTS AND SEQUELAE IN ABDOMINAL 
OPERATIONS.’ 
J. Hunter Peak, M. D. 


The object of this short paper is not for the purpose 
of a discussion of this subject in general, but simply to 
report some parallel cases with different results, to call 
attention to what may happen, and how the accidents may 
be prevented; and to bring about a general report of cases 
that we may all learn by each other’s experiences. 

Case I. Miss B., Shelby County, came in with a his- 
tory of having had appendicitis, covering a period of sev- 
eral months, but had seemingly recovered. While lifting 
a vessel filled with water from the cook stove, she received 
a pain in the abdomen that was general. The doctor was 
called and a chronic suppurative appendicitis was the diag- 
nosis, and the case was referred to me for operdtion by Dr. 
Collins, the family physician. 

There was a mass extending from McBurney’s point 
on the right side, downward into the pelvis, and from the 
ileum to the umbilicus. Believing that she had a large 
appendicular abscess and that possibly it had ruptured in 
the peritoneal cavity when she lifted the heavy vessel, it 
was deemed the best thing to open the abdomen in the me- 
dian line. It might also be stated that she had given a 
history that her bowels had not moved from Tuesday until 
Saturday, notwithstanding the fact that she had taken 
large doses of oil and salts. 

When the abdomen was opened, it was found to be 
full of pus and there had occurred what I supposed, viz., 
a rupture of the appendicular abscess in the peritoneal 
cavity, and there were enough adhesions of the intestines 
around the abscess to produce intestinal obstruction. 

The whole mass was broken up on account of the in- 
testinal obstruction, and drains inserted in the abdomen. 
One of the drains passed up to McBurney’s point, ‘and the 
other into the pelvis, both coming through the lower angle 
of the median incision. Drainage for three or four days 
was of a serosaneous character, then it shaded into thick 
green pus, and on the sixth day, there was a well developed 
fecal drainage. The drainage tubes were removed for the 
purpose of cleaning and replaced by fresh tubes, which 
were permitted to remain until the tenth day, when they 
were removed. Fecal drainage continued for about three 
weeks, making, all told, about 31 days, when the fecal 
fistula spontaneously healed, and the wound became clean 
with a little serious discharge, but no pus nor fecal matter. 

Attention was called to this particular case to show 
that where so many adhesions are broken up and intes- 
tines are so bad and necrotic, that fecal fistulas are liable 
to form. Also, that the character of the fecal discharge 
will usually locate the break in the intestine. This case 
was evidently from the ileum, as it had very little fecal 
odor at any time. Where the odor is not bad and the dis- 
charge is thin, it is usually from the small intestines. 
Where, if the odor is bad and the feces formed, it is from 
somewhere in the large intestine or rectum. If in the 
small intestine the fecal fistulas usually recover spontan- 
eously, but not always will it close. 

Case II. Jewish boy, ten years old, referred to me 
by Dr. Farbach, suffering from acute appendicitis. Oper- 
ation was done the following day. It was found that the 
ileum was doubled over the diseased appendix, and so badly 
diseased that after the appendix was removed it was 
thought wise to do a resection of the gut. - 


1Read before the Staff Meeting of Sts. Mary and Blizabeth 
Hospital, Louisville, Ky., October 8, 1921. 
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When the appendix was removed and we removed the 
hot saline pack, that had been left around the gut, its ap- 
pearance had so much improved that we decided to leave 
it and drain. This was done, and shortly afterward a fecal 
fistula developed. While the boy got along nicely and was 
soon well, so far as the diseased appendix was concerned, 
there remained a true fecal fistula that would not heal, 
although there was not much discharge at any time cover- 
ing a period of four months. At the end of this time a 
probe was inserted into the fistula tract, and the whole 
tract dissected out to a point on the ileum about three and 
one-half or four inches from the ileo-cecal valve. This 
was ligated and treated in the same manner as a diverticu- 
lum, or appendix, in its removal. The boy made a good 
recovery and has since remained well. 

The parallel in these two cases is that a fistula fol- 
lowed. from a small gut in each case; but one recovered 
spontaneously, and it became necessary to operate for the 
second. 

Case III. Mrs. G., referred. by Dr. J. P. Walton. 
Double tubal abscess with the sigmoid attached to both 
sides and in bad condition, although it was thought that 
she would recover without trouble. After enucleation of 
the double tubal inflammation, drainage was made into 
the deep pelvis. Inside of three or four days following 
operation, a fecal fistula developed, but according to its 
appearance and odor, it was evidently from the sigmoid. 
Infection soon cleared up, and before the patient left the 
hospital at the end of the third week, the fistula closed 
spontaneously, and the wound closed in a week after leav- 
ing the hospital. The woman is seemingly in perfect 
health. 

Case IV. Miss M., referred by Dr. J. H. Hicks. 
Double tubal abscess, sigmoid attached on left, badly in- 
jured in enucleation. Patient in bad condition at the 
close of enucleation of the double pyosalpinx; drainage was 
instituted, and the abdomen closed. A large amount of 
serum and pus discharged for five days, when a fecal fis- 
tula formed, although infection had subsided. The wound 
looks well, but there is still a very great amount of fecal 
discharge, and in my opinion will continue until some fur- 
ther date, but may be relieved by operation. 

It is my opinion that these kind of cases should not 
be operated on before the fourth to the sixth month, for 
the reason that there has been too much infection to at- 
tempt doing any more abdominal work until all infection . 
has subsided, at which period the fistula tract may close 
spontaneously or it may be dissected out and the wound 
and the gut closed in the way already described, and you 
get union by first intention. There has only been about 
two months since she was operated on, therefore the second 
operation has not yet been performed. 

The parallel in these two cases was that they were al- 
most exactly alike, one of them getting well spontaneously ; 
the other with the fistula still discharg'ng practically fecal 
matter alone, and it is my opinion it will require surgical 
interference to close. 

Case V. Mr. W., referred by Dr. Frank Melton, age 
22, giant in appearance and strength. Worked hard all 
day, had never had a sick day since childhood, ate a hearty 
supper, and at three o’clock in the morning was taken with 
severe pain and the doctor was called and diagnosed the 
case appendicitis. Patient was removed to the hospital, 
after he had been given one-half grain morphine and 
seventy-fifth of atropine hypodermatically, which did not 
seem to give him scarcely any relief. Under ether anes- 
thesia, (which, by the way, required thirteen cans to com- 
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plete the operation) the abdomen was opened and it was 
found that his evening meal, or at least a large portion of 
it, was in the abdomen free. 

While cleansing the abdominal cavity, the intestines 
were rotated toward the median line from the right side, 
where he suffered most pain, in order that if possible the 
opening in the alimentary canal might be found, which 
was believed to be high up, because of the peculiar gastric 
odor. When the deodenum came into view, there was a 
small opening, as though it had been made of leather 
punch, about three inches from the pyloric end of the 
stomach, and the fluid content of the bowel could be seen 
squirting into the abdominal cavity. The opening was 
closed, after excision of the ulcer, by purse string suture, 
over which was an extra row of Czerny-Lembert sutures. 
On account of the great amount of undigested food in the 
abdomen, I was afraid I did not get it all out, hence drain- 
age was instituted and the patient made a good and a 
quick recovery, leaving the hospital on the fifteenth day. 

Case VI. Mr. B., referred by Dr. L. A. Crutcher, 17 
years of age; large healthy young. man, very athletic in 
appearance, worked hard all day; went home and ate a 
moderate meal consisting of coffee and doughnuts; went 
down into the city and while in company with some young 
men, was taken suddenly ill and collapsed. His friends 
put him in an automobile and took him home, and when I 
got to him, it was about ten o’clock that night. 

T found him in a state of shock and with pain in right 
side of abdomen, simulating to a certain extent pain due 
to appendicitis. Evidence of shock was so great that it 
was deemed best to give him a hypodermic, and one-half 
grain of morphine with seventy-fifth of a grain of atropine 
after the patient’s stomach had been thoroughly emptied. 
His Aunt had given him two teacups of salt water and the 
stomach had been emptied before I arrived. This seemed 
to relieve patient, although he was perspiring very freely, 
and he was left until morning with instructions to have 
no food or drink. I might add, that for comfort and les- 
sening of the shock, he was covered in good warm blankets. 

On reaching the patient the next morning at seven 
o’clock, he was not suffering and perspiration had ceased, 
yet he was very sore and tender over the abdomen with 
pulse 140, and temperature 101. He was immediately re- 
moved to the hospital and the abdomen opened through 
the right rectus, and it was noticed that the odor of coffee 
was very apparent. It seemed that most of the coffee he 
had drunk for his supper must have been in the abdominal 
cavity, and there were very little solid particles of food. 
The stomach being empty, it was hard to find the opening 
through which the contents of the stomach had passed 
the night before, and when it was found, it was on the 
posterior surface of the stomach just above the pylorus. 
The opening was very small and the stomach had no ap- 
pearance of disease, such as you often find in gastric 
ulcers. It had more the appearance of a punctured wound. 
This was closed in the usual way, drainage instituted and 
the abdomen closed. 

While the dressings were being applied, the patient 
ceased to breathe and was dead. Resuscitation was at- 
tempted with no appreciable effect. 

The parallel in these two cases was that there was an 
opening in the upper alimentary canal, very near each 
other, very similar in appearance, both young men, both 
athletic in build, the first one taking thirteen cans of ether 
to hold him during the operation, the second taking only 
two cans to hold him during the operation. The first re- 
covered with uneventful convalesence, the last one dying 
on the table at the close of the operation. It is my opin- 
ion, the second one may have lived if he had been operated 
on promptly as the first one was. 

Case VIT. Dr. S., referred by Dr. Gibbs, had been 
suffering with diseased gall bladder for several months. 
Came to operation for cholecystostomy. Gall bladder 
drained off thick mucous, stained with bile, small amount 
of pus. 

Tt was a question in my mind whether I should do a 
drainage of the gallbladder, or remove it. On account 
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of the doctor being of very stout build, abdomen deep and 
inaccessible, even after breaking up adhesions, and not 
doing very well under the anesthetic, it was decided to do 
gall bladder drainage only. 

On the second day following the operation, the pa- 
tient developed pneumonia in the right lung with a very 
persistent and almost incessant cough. He ran high 
temperature for the usual seven days and pneumonia sub- 
sided, but the stitches were all broken by the coughing 
and the wound had to heal by granulation, which it did in 
the usual time. The doctor remained perfectly well so far 
as all gall bladder symptoms were concerned, but developed 
quite a large ventral hernia. 3 

Several months afterward he was operated upon for 
ventral hernia and the gall bladder was found to be per- 
fectly healthy and no adhesions, except where it was at- 
tached to the abdominal wall for the purpose of drainage 
at the first operation. Operation was the usual closure by 
overlapping of the fasia and muscles with mattress suture 
through lower and upper flap on the right, and with run- 
ning suture on the outer flap to the left. Good recovery 
and is still well. 

Case VIII. Mrs. V., referred by Dr. J. P. Walton, 
suffered from gall bladder disease for many years. Abdo- 
men opened for the purpose of the removal of gall stones. 
Gall bladder found to be healthy in appearance with no 
adhesions, excépt that it was unusually large. There were 
a great many stones removed and a cholecystostomy done 
for drainage. 

In this case, as in the one above reported, a very bad 
troublesome cough followed from ether administration, but 
nothing in comparison to the doctor with his pneumonia. 
Remembering my experience with the other way of sutur- 
ing with tier suture method, and the use of ten day cat 
gut suture alone, I used heavy size silk worm gut for stay 
sutures with the other method. The patient made an un- 
eventful recovery. 

The two cases just mentioned, are very similar in 
nature and symptoms with the exception that one was an 
infected gall bladder without stones and the other was not 
infected but contained stones, both drained alike. The 
first recovered with a ventral hernia, the second recovered 
without any sequela. 

These two cases are mentioned for the purpose of em- 
phasizing that operations done in the region of the dia- 
phragm and particularly where there is an infectious con- 
dition and especially following ether anesthesia, there is a 
likelihood of lung irritation with considerable cough. Be- 
sides, respiration and vomiting always put these muscles 
in use; and for that reason we should never, in my opinion, 
rely solely upon absorbable suture material for the closure 
of wounds. 

Case IX. Mrs. H., referred by Dr. Harry Tyldsley, 
for gall bladder drainage on account of stones. Stones 
removed and cholecystostomy performed. 

Mucous stained with bile, then bile shading into 
natural normal color about the fifth day. Only, instead of 
remaining clear amber color, it became somewhat thick- 
ened and it was hard to keep the drainage tube free of the 
mucous. On the tenth day (at the time I usually, in these 
kind of cases, remove the drainage tube) she had a slight 
hemorrhage, which continued small in amount until the 
next morning when the tube was removed with the hope of 
emptying the gall bladder of the blood clots, and possibly 
the control of hemorrhage. By the patient straining, 
quite a quantity of blood was extruded, which was clotted 
and black and there did not seem to be any fresh bleeding. 

In my absence from the hospital, several hours later, 
Dr. White, being the only physician in the building at the 
time, was called by the nurse to control another hemorr- 
hage which he did very nicely by packing the wound with 
a strip of gauze. This was not removed until the next day, 
at which time, only considerable amount of clotted blood 
passed. The wound was not repacked, and there was no 
more hemorrhage, the patient making very quick recovery, 
notwithstanding the fact that there had been considerable 
hemorrhage. 





42 HOSPITAL PROGRESS 


Case X. Mrs. R., referred by Dr. Chas. McClure, case 
similar exactly to the one above, operation same, bile clear- 
ing up the same. By the end of the fifth day it became 
abnormal in appearance, when it became thick with 
mucus and it was hard to keep the wound draining, be- 
cause the thick mucus and bile would not easily pass 
through drainage tube. At the end of the eighth day, the 
tube was removed, the bile became normal in appearance, 
and the patient made an uneventful recovery. 

These two parallel cases were mentioned for the pur- 
pose of speaking briefly as to drainage tube. It is my 
candid opinion that the hemorrhage of the gall bladder, in 
the first place, was the result of my drainage tube, and yet 
at the fifth day, it looked like it was too early to remove it. 
1 say this because of the fact that the patient made a good 
recovery and has been well for more than a year, and had 
no trouble, except her second hemorrhage after the drain- 
age tube was removed. 

The last case, the presence of the tube after the fifth 
day had evidently started up a reaction in the nucosa of 
the gall bladder and possibly hemorrhage would have re- 
sulted, if the tube had not been removed on the eighth day. 

The question in my mind is, how long should drain- 
age tubes in the gall bladder remain. I have always felt 
that the tubes should remain until the bile became normal 
in appearance, and have removed them as late as the fif- 
teenth day, but here are two cases in which I am satisfied 
that the tube in the gall bladder after the fifth day did 
much harm. I am wondering if the union between the 
gall bladder, and the abdominal wall, and the union in the 
tissues that had been severed in the operation were of suf- 
ficient strength and character that our tube might not be 
removed as soon as the bile is normal in appearance, if 
that occurs on the fifth or sixth day. 


HOLY CROSS HOSPITAL HONORS PHYSICIAN. 

Great rejoicings prevailed at Holy Cross Hospital, 
Salt Lake City, Utah, on the evening of November the 
eighth, when the Sisters of Holy Cross gave a banquet in 
honor of Dr. E. F. Root, celebrating the twenty-fifth anni- 
versary of his loyal service on the staff of that institution. 

The guests, over sixty in number, all personal friends 
of Dr. Root, including members of the clergy, medical pro- 
fession and business men, were conducted to the Assembly 
Hall of the hospital, where an elegantly appointed table 
in the shape of a huge cross was the centre of a perfect 
bower of beauty. 

Rose-pink and silver, the colors of the evening, were 
blended harmoniously throughout the scheme and large 
leafy palms with tall silver baskets of pink rose-buds were 
placed here and there, cunningly hiding, “cozy corners” 
and forming a charming background for the members of 
St. Mary’s Orchestra, who were in attendance to offer their 
musical message of congratulation and good will. 

The affair had been kept a carefully guarded secret 
from Dr. Root and when the distinguished surgeon was 
ushered in, the tumultuous applause mingled with the 
strains of music furnished conclusive evidence of the es- 
teem felt for the man who had quietly labored among them 
for a quarter of a century— 

“whose life had come in a world that was chiefly miserable, 
to help someone who needed’ it.” 

Following the dinner, the toast-master, Dr. T. A. 
Flood, cleverly introduced the several speakers, among 
whom were the Rt. Rev. Joseph S. Glass, C. M. D. D., 
Monsignor Cushnahan, Drs. Hosmer, Donoher, Critchlow 
and Baldwin and Mr. Wm. H. Leary, Dean of the Univers- 
ity of Utah, all extending the right hand of good-fellow- 
ship and with jest, repartee and song, making the honored 
guest realize that there is a great deal of religion in rich, 
earnest laughter that comes ringing with united force 
from the hearts of a silver jubilee festive throng. 

A -happy note was struck when Dr. Flood announced 
Miss Louise Aubrey, a graduate nurse of the class of nine- 
teen hundred and two, who had been delegated by the Holy 
Cross Hospital Nurses’ Alumnae Association to present 


DR. E. F. ROOT, 
Salt Lake City. 


Dr. Root with a handsome shark-skin travelling bag, as a 
small but tangible evidence of their sincere appreciation 
of his many kindnesses to all the nurses of the training 
school since its commencement. 

The last toast “Twenty-five years at Holy Cross” was 
responded to by Dr. Root and the singing of “Auld Lang 
Syne” brought the memorable evening to a close. 

Emerson F. Root is a native of Wisconsin, who gradu- 
ated from the. Western Reserve of Cleveland University, 
Ohio, in eighteen hundred and eighty, practiced medicine 
a short time in Nebraska and then came to Utah about 
thirty years ago. Within a short time he began to work 
at the Holy Cross Hospital and has been a member of the 
staff for a quarter of a century. For the last eight years 
he has occupied the position of chairman of the staff, suc- 
ceeding the late Dr. M. A. Hughes. He is a member and 
state chairman of the National Hospital Association, past 
president of the Utah State Medical Association and of the 
Salt Lake County Medical Association, a member of the 
Catholic Hospital Association, and The American College 
of Surgeons. The occasion of the anniversary brought 
many telegrams of felicitation and congratulation from 
hospitals all over the country that are under the direction 
of the Sisters of the Holy Cross. Among these are: Mt. 
Carmel Hospital, Columbus, Ohio; St. Alphonsus Hos- 
pital, Boise, Idaho; St. Mary’s Hospital, Cairo, Ill.; St. 
John’s Hospital, Anderson, Indiana, and St. Joseph’s Hos- 
pital, South Bend, Indiana. 


ST. RAPHAEL’S STAFF MEETING. 

At the regular Staff Meeting of St. Raphael’s Hos- 
pital, St. Cloud, Minn., the usual discussions of the Death 
Records and Post Mortems for the month, brought out 
many very interesting and especially valuable points in 
the diagnosis and treatment. 

The Chief of Staff in response to a question from a 
member as to the value of history records, brought out very 
forcibly one of the cardinal points laid down by Father 
Moulinier, President of the Catholic Hospital Associa- 
tion, that these records in digest are transmitted every 
month to the central office of the Association, for correla- 
tion with similar records from all member hospitals 
throughout the United States and Canada, making a “live” 
source of data as to the standard of work being done. 

The Staff of St. Raphael’s Hospital has spent about 
six months in intensive “pounding” on records. At the 
last meeting held Oct. 3, 1921, it was found that the qual- 
ity of the records has greatly improved, and that they are 
tapidly coming up to standard. 

In another month we shall have the pathological 
laboratory in operation in charge of a competent personnel. 

















The change in Superiorship trom Sister M. Secunda 
to Sister M. Serena, and the calling of Sr. M. Secunda to 
more responsible work was announced to the staff. 


A CASE OF LYMPHATIC LEUKEMIA OF THE 
ACUTE VARIETY. 
Dr. J. J. Tobinski, St. Patrick’s Hospital, Missoula, 
Montana. 
Patient, male; age, 35 years; family his- 
Usual diseases of childhood, no other 
In 1914, had a gastro- 


History: 
tory negative. 
serious illness throughout life. 
enterostomy for a duodenal ulcer. 

History of present compla.nt: January 14th, 1921, 
became ill with chills, fever and a general aching sensa- 
tion all over the body, with some localized pain under the 
left rib margin in the hypochondriac region. Tempera- 
ture at that time was 102, with a pulse of 100. Examina- 
tion revealed nothing but tenderness of entire left rib mar- 
gin from the xyphoid cartilage of the sternum to the 
lumbar spine posterior. Pain was increased on respira- 
tion. A slight friction rub was noticed on oscultation 
from the seventh to the ninth rib along the left external 
margin. The examination of the body throughout was 
negative except for a slight glandular enlargement 
throughout and a slight abdominal distention. 

The skin was somewhat sallow. Diagnosis of diaph- 
ragmatic pleurisy was made at that date. From January 
14th to January 21st there ‘was no change in the patient’s 
condition except an increased restlessness. 

January 21st: Patient was removed to the hospital; 
morning temperature of 99, and evening temperature of 
100; pulse 112. A slight swelling was noticed in the left 
hypochondriac region with an abdominal distention. 
X-ray examination was negative. 

January 22nd: A definite tumor-like mass about the 
size of an adult’s fist could be palpated in the left hypo- 
chondriac region. A malarial blood test was made, also 
a Widal. Both were negative. 

January 28rd: White, red count and differential 
smear were made. The total white count numbered 364,- 
000, the red count 3,500,000, the differential smear showed 
72 per cent myeloblasts, 15 per cent small lymphocytes, 12 
per cent polymorphenuclears, 3 per cent eosinophiles. 
There was no basophlies, nor were any nucleated red cells 
found. 

January 24th: The abdomen became more distended ; 
the splenic enlargement had increased somewhat, the axil- 
lary glands became more swollen. The patient complained 
of difficulty in breathing and of a slight headache with 
increased restlessness. He refused nourishment. The 
white blood count this day numbered 320,000, the red 
count 3,200,000, the hemoglobin was 45 (Dare). There 
were 78 per cent myeloblasts, 12 per cent polymorphenu- 
clear, 8 per cent small lyphocytes, 2 per cent eosinophiles. 

January 25th: The patient had a fairly comfortable 
day, slept at intervals. The pain in the left side remained 


the same. This day he was taken to the X-ray for treat- 
ment of the spleen and long bones. No blood count was 
made. 


January 26th: Patient was somewhat irrational and 
complained of severe pain in left side. Patient was slight- 
ly cyanosed. The white blood count numbered 297,000, 
the red 3,100,000, 70 per cent myeloblasts, 16 per cent 
polymorphenuclear, 7 per cent small lymphocytes, 5 per 
cent eosinophiles, 2 per cent basophiles, there were also a 
few microblasts. The hemoglobin dropped to 35. 

January 27th: The condition of the patient this day 
was somewhat worse. There was marked cyanosis through- 
out, with a profuse disphoresis; the pulse was rapid and 
thready; extremely restless. The blood test showed 308,- 
000, white, red 2,900,000, 62 per cent myeloblasts, 14 per 
cent polymorphenuclear, 20 per cent small lymphocytes, 4 
per cent eosinophiles, a few normoblasts, hemoglobin 25 


per cent. 





‘Presented at a Staff Meeting of St. Patrick’s Hospital, 


Missoula, Mont. 
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January 28th: Patient’s condition about the same. 
There was no blood test made this day. 

January 29th: Patient very irrational. There was 
293,000, white, 2,200,000, red, 73 per cent myeloblasts, 32 
per cent polymorphenuclear, 5 per cent small lymphocytes, 
no eosinophiles, normoblasts increased. Patient irrational 
and at times unconscious. 

January 30th: At one o’clock in the morning the 
patient became unconscious and expired at 1:25 a. m. 

Autopsy Findings. 

Male, about 5 feet 7 inches in height; age 35 years, 
dark hair, brown eyes. Pupils moderately dilated, some- 
what emaciated. No adenitis. Scar of laparotomy; also 
on right knee 2 cm. in diameter. Muscle tissue dark red 


in color. 

Diaphram: Attached fifth inter space left side, sixth 
right side. 

Liver: Extends 8.5 em. below tip of ensiform carti- 


lage, and to 10 cm. below costal margin, right nipple line. 
To cartilaginous attachment eighth rib left side. Liver 
substance cuts with moderate resistance, pale in color, 
fatty degeneration, 25x21x12 cm. in size 2500 to 3000 gms. 
in weight. Gall bladder contains about 60 e.c. of bile. 
No calculi in gall-bladder or ducts. 

Peritoneum: Moist and glistening. 

Intestines: Not distended. 

Stomach: Fish hook type with posterior attachment 
of jejunum from previous gastroenteostomy. Opening 
patent as well as pyloric. 

Spleen: Adherent to adnexa, 20x15x11 cm. in size, 
43 lbs. in weight. Capsule adherent. Spleen substance 
cuts without resistance. Outer portion of spleen to a 
depth of 5 cm. is hemorrhagic, balance of substance gray- 
ish white with prominent Malpighian bodies. 

Pericardium: Sac contains about 90 c.c. of clean, 
straw colored fluid. 

Heart: Left auricle and ventricle contracted. Right 
auricle and ventricle relaxed. Muscular wall of left ven- 
tricle 1.8 em. in thickness; wall of right ventricle 0.6 cm. 
in thickness. Weight about 300 gms. Valves show no 
pathology. No scelerosis of coronary arteries. Post- 
mortem clot in right auricle and ventricle. 

Lungs: Peribronchial glands enlarged with anthra- 
cosis. Hypostatic congestion of left lower lobe. 

Thymus remains still persistent. 

Adrenals: Right of normal size. Left, twice the 
size of the right with considerable congestion, petechial 
hemorrhages into medullary portion and cortex. 

Kidneys: Right and left. Capsules not adherent. 
Cortices thickened pyramids enlarged. Multiple punctate 
hemorrhages into surface area of each kidney. 


Pancreas: No apparent structural change. 
Appendix: Present. No. pathology. 


Anatomical diagnosis: Leukemic spleen with hyper- 
trophy; fatty degeneration left adrenal gland, gastro-en- 
terostomy opening. Parenchymatous degeneration of kid- 
neys. 

Cause of death: 

Histological pathology: 


Toxaemia Leukemic spleen (acute). 
Spleen. Left adrenal. 





Report of St. Mary’s Hospital Staff Duluth, Minne- 
sota, for the month of November 1921—The Regular 
meeting of the St. Mary’s Hospital Staff was held in the 
Hospital Library on the third of November 1921. Two of 
the members of the St. Mary’s Hospital Staff, Drs. J. A. 
Winter and W. R. Bagley have just received their fellow- 
ship in the American College of Surgeons at the recent 
meeting in Philadelphia. Part of the evening’s program 
was utilized in listening to a report from the Doctors on 
their experiences at the Philadelphia Meeting. A paper on 
X-ray erapeutics in Dermatology supplemented with 
lantern slides was presented by Dr. E. Z. Shapiro, and a 
short paper on the Schick test and prophylaxis in diph- 
theria with Toxin-antitoxin was read by Dr. D. J. Paradine. 
On account of the length of the program it was found 
necessary to defer a discussion of individual case reports 
to the December meeting. 
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This Department of the Magazine is intended for sub- 
scribers who have problems which trouble them. The edi- 
tors will reply to questions which they can answer and to 
other questions they will obtain replies from competent 
authorities. Letters must invariably be signed with the 
full name of the inquirer, not necessarily for publication, 
but as evidence of identity and good faith. The privilege 
of printing any reply is reserved. Address, Hospital 
Progress, 1212 Majestic Building, Milwaukee, Wis. 

“Progress Notes.” 

102. Q:—For economy sake, would it not seem advis- 
able to write “progress notes” on the history sheet, when 
there is sufficient space and when, for instance, the patient 
remains in the hospital for a few days only? We could 
thereby cut down the record expense, which is quite an 
item. 

A:—Good common sense, therefore advisable, is our 
humble opinion. Even a system of records may be de- 
veloped to a fetish. 

Student Self-government. 

103. Q:—What is your opinion of a system of self- 
government in nurses’ training schools? 

A:—Until recently we did not know much about it— 
in fact, we still know very little in this regard. We have 
learned that there is “some rather interesting information” 
being compiled on the subject by the Hospital Library and 
Service Bureau, Chicago. The opinions of the Sisters 
Superior would be illuminating on such a plan. 

Pronunciation. 

104. Q:—In teaching technical terms to pupil nurses, 
it is advisable to follow the pronunciation used by the doc- 
tors who frequent the hospital, or to adopt the authority 
of the American Medical Dictionary? Such words as 
gynecology, vitamine, proctoclysis, urotropin, etc., are 
variously pronounced. 

A:—Sorry to have to say it, but, with our conscience 
as our guide, we vote for the dictionary. 

Mortality Records. 
Q:—Should stillborn infants be classed with hos- 
pital mortality? Some physicians claim that stillbirths, 
especially if macerated, are probably dead before the 
mothers’ admission and should not be classed as an insti- 
tutional death. 

A:—Death occurring on the way to the hospital should 
not be recorded in the hospital’s mortality. Your local 
Board of Health may have a special ruling on that point 
which you have presented. 

Dietetics. 

106. Q:—What is a good plan for developing the 
department of Dietetics in the hospital? 

A:—You will find a discussion of the subject in the 
Editorial Section of this issue of HOSPITAL PROGRESS. 
Read it carefully and write us what you think about it. 


if iflashes of fun 
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A Lively Corpse. 

Now wouldn’t it surprise you, if you were an under- 
taker and just as you placed the big basket by the bed, to 
have the supposed corpse turn over and start an argument 
with you? That is just what happened a few days ago. 


An ambulance had been ordered to take a patient to his 
home, but possibly the office boy was away and the boss 
undertaker got things mixed. Whatever the reason, the 
undertaker came with the long basket, placed it at the 
bedside, when lo, the should-be corpse turned over but 
fortunately did not open his eyes, and said wear.ly, “I 
think I can help myself some.” Needless to say, the under- 
taker, assistant and basket stood not upon the order of 
their going, but went at once. 


Tiz, but ’Twasn’t What She Supposes ’Tis. 

Things are not always what they seem; for example, 
Tiz tablets may, in some ways resemble quinine-salol- 
phenacatin tablets, but do not serve the same purpose, as 
one of our nurses discovered when she took two “Tiz 
tablets” for her cold. No bad results followed, and the 
patient recovered, but we are still in doubt as to the value 
of “Tiz’” as a remedy for colds. 

Information. 
Boy (between reading): “Pa, what is a drydock?” 
Pa: “A thirsty physician, my boy.” 


NEW BOOKS. 


Materia Medica for Nurses. 
Compiled by Lavinia L. Dock. Cloth, 315 pages. 
Putnam’s Sons, New York. 

In the arrangement of this work the convenience of 
class teaching has been considered, that is, in connection 
with divisions of anatomy and physiology, the drugs most 
prominently related to the various systems have been 
brought together. The subject is treated under the follow- 
ing headings: Introduction; the metric system; poisons 
and their treatment; a table of poisons, their antidotes 
and antagonists; emetics; hypodermic administration of 
drugs; electric-therapeutics and radiology. A classifica- 
tion of remedies: the circulatory system; the respiratory 
system; the digestive system; drugs acting on the intes- 
tines; the nervous system; The skin; the urinary organs; 
the generative organs; substances having general systemic 
effect on blood and tissue; antiseptics and disinfectants; 
mineral waters. The text has been simplified and some- 
— abbreviated, and is believed to be more useful than 

efore. 


oc. ?. 





Nurses’ Manual of the Skin in Health and Disease: 


By L. Duncan Bulkley. Cloth, 179 pages. W. B. Saun- 
ders Company, Philadelphia. 

The subject is simply and concisely presented under 
thirteen chapters and an appendix, and is very well il- 
lustrated. The Chapters are as follows: General consid- 
eration; anatomy and physiology of the skin; nomencla- 
ture and statistics of diseases of the skin; the care of the 
skin in health; eruptive fevers or exanthemata; parasitic 
diseases of the skin; glandular diseases of the -skin; 
nervous diseases of the skin; congestive and inflamma- 
tory diseases of the skin; hemorrhages, hypertrophies, 
and atrophies of the skin; neoplasmata, new growths in 
the skin; diet and hygiene in diseases of the skin; the 
nurse and diseases of the skin. Appendix: Technic of ob- 
taining blood for Wassermann test; technic for preparing 
arsphenamine solution; technic of preparing neo-arsphe- 
namine solution; technic of intramuscular injection of 
mercury. The book is compiled from lectures given by 
the author to nurses at the New York Skin and Cancer 
Hospital. 





AMENDE HONORABLE. 
To the Editor of Hospital Progress: 

If, in reading the minutes of the Staff Conference 
Demonstration, as given by us at the St. Paul meeting, 
and published in the September number of “Hospital Pro- 
gress,” the impression was created that we considered the 
patient with Placenta Praevia was not treated honestly 
and in good faith we both wish to say that such an im- 
pression is erroneous. 


Very Truly Yours, 
Frank D. Jennings, 
Charles A. Gordon, M. D. 
Brooklyn, November 30, 1921. 


M. D. 





